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About  the  Center  .  .  . 

The  A.R.C.,  as  it  has  come  to  be  known, 
is  a  50  bed  in-residence  treatment  facility 
for  problem  drinkers.  Located  at  Butner, 
N.  C.,  a  small  community  approximately 
12  miles  north  of  Durham,  N.  C.  off  High¬ 
way  15,  it  is  operated  under  the  authority 
of  the  N.  C.  Department  of  Mental  Health. 
The  Center  provides  residence,  treatment 
and  workshop  facilities  for  38  male  and 
12  female  patients. 

A.R.C.  Treatment  Methods  .  .  . 

Treatment  is  by  psychotherapy  and  con¬ 
sists  of  group  discussions  led  by  the  pro¬ 
fessional  staff,  educational  films,  individual 
consultations  with  staff  members,  vocation¬ 
al  guidance,  recreation,  rest,  proper  food 
and  prescribed  medications. 

Length  of  Stay  .  .  . 

The  basic  treatment  program  is  based 
on  a  28-day  schedule.  The  patient  may 
remain  for  a  longer  period  if,  in  the  opin¬ 
ion  of  the  staff,  it  will  be  of  further 
therapeutic  benefit  to  him.  No  applications 
for  less  than  28  days  are  accepted. 

Admission  Requirements  .  .  . 

1.  Persons  desiring  admission  must  come 
voluntarily.  No  one  can  be  admitted  by 
court  order.  The  individual  who  is  sincere 
in  wanting  help  and  who  comes  voluntarily 
stands  a  much  better  chance  of  successful 
rehabilitation. 

2.  An  appointment  for  admission  is  ob¬ 
tained  by  written  or  telephone  application 
to  the  Admitting  Officer,  406  Central  Ave., 
Butner,  N.  C.  (telephone  919  985-6770). 
All  appointments  are  confirmed  by  mail. 
Preferably  they  should  be  made  through 
a  physician  or  other  professional  person  in 
the  prospective  patient’s  community. 

3.  Since  the  Center  is  not  designed,  nor 
equipped,  as  a  sobering  up  facility,  the 
prospective  patient  must  not  have  taken 
any  alcoholic  beverages  for  at  least  72 
hours  prior  to  admission. 


4.  A  report  of  a  recent  physicial  exami¬ 
nation  by  a  duly  licensed  physician  must 
be  presented  prior  to  or  at  the  time  of 
admission.  The  prospective  patient’s  phys¬ 
ical  condition  must  be  reasonably  good 
enough  to  enable  him  to  participate  fully 
in  all  phases  of  the  treatment  program. 
There  are  no  medical  beds  for  the  treat¬ 
ment  of  serious  physical  or  mental  dis¬ 
orders. 

5.  A  fee  of  $75  in  cash  or  certified  check 
only  must  be  paid  at  the  time  of  admis¬ 
sion.  No  personal  checks  can  be  accepted! 
Cases  of  true  indigency  must  present  writ¬ 
ten  evidence  in  the  form  of  a  letter  from 
their  county  welfare  department  at  the 
time  of  admission  or  before. 

6.  A  social  history,  compiled  by  a  train¬ 
ed  social  worker  in  the  local  welfare  or 
family  service  agency  or  other  professional 
organization  is  required.  Arrangements  for 
the  history  should  be  made  early  enough 
so  that  it  reaches  the  Center  within  a  week 
following  admission. 


Admitting  Days  .  .  . 

In  order  to  facilitate  the  program  of 
treatment  by  the  small  group  method, 
prospective  patients  are  admitted  on  Wed¬ 
nesdays,  Thursdays  and  Fridays  from  8  to 
12  a.m.  and  1  to  5  p.m.  In  this  manner 
several  days  of  adjustment  to  the  life  of 
the  Center  are  provided  before  the  begin¬ 
ning  of  the  intensive  treatment  program 
the  following  Monday. 
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Needed: 

AN  ASSAULT 
ON 

ALCOHOLISM 

BY  FRED  W.  ELLIS,  Ph.D.,  M.D. 

The  assault  on  alcoholism  should 
include  an  assault  on  the  legal, 
social,  moral  and  economic  problems 
which  result  from  the  acute  effects 
of  alcohol  on  the  mind  and  body. 

Published  by  permission  of  the  author, 
this  article  is  based  on  an  address  pre¬ 
sented  at  a  meeting  of  the  North  Caro¬ 
lina  Association  of  Boards  of  Alcoholic 
Control  which  was  held  February  16, 
1966  in  Durham.  Dr.  Ellis  is  a  professor 
of  pharmacology  at  the  School  of  Medi¬ 
cine  of  the  University  of  North  Caro¬ 
lina. 


The  ingestion  of  alcohol  is  an  an¬ 
cient  custom  which  goes  back  at 
least  as  far  as  the  recorded  history  of 
man’s  activities.  It  has  been  part  of 
the  culture  of  primitive  as  well  as 
civilized  people  throughout  the 
world.  In  the  United  States  today  the 
consumption  of  alcoholic  beverages  is 
commonly  practiced  as  a  gesture  of 
hospitality  and  a  symbol  of  festivity 
to  enliven  social  occasions.  For  many 
people  it  is  intimately  related  to  re¬ 
ligious  and  civil  ceremony;  for  many 
it  holds  a  prominent  place  in  our  so¬ 
cial  mores.  In  medicine  it  occupies 
a  limited  place  as  a  therapeutic  pro¬ 
cedure.  Nothwithstanding  the  vari¬ 
ous  possible  useful  properties  that 
different  groups  may  attribute  to  al¬ 
cohol,  popular  opinions  of  its  effects 
on  human  functions  and  affairs  are 
often  clouded  by  facetiousness  and 
ignorance  based  on  traditions  handed 
down  from  the  past.  Alcohol  has 
brought  untold  difficulties,  personal 
and  social,  on  its  unsuspecting  users 
through  their  abuse  and  misuse  of 
this  agent.  In  fact  today,  many  of 
our  most  serious  and  troublesome 
legal,  medical  and  public  health  prob¬ 
lems  are  derived  from  alcoholism  and 
the  excessive  consumption  of  alcohol. 

What  do  we  mean  by  ALCOHOL¬ 
ISM?  Usually  the  term  is  employed 
in  a  narrow  sense  to  refer  to  a  “con¬ 
dition”  which  exists  when  an  exces¬ 
sive  drinker  can  not  control  his 
habit.  In  this  sense  often  the  victim 
is  viewed  in  the  community  as  one 
who  possesses  a  “weak  character”  or 
is  of  “low  moral  fiber.”  This  concept 
no  longer  is  tolerable.  This  type  of 
alcoholism — chronic  alcoholism — is  a 
disease.  But  what  about  alcoholism 
in  a  general  sense?  Alcoholism,  in 
my  opnion,  should  also  include  the 
various  degrees  of  acute  effects  of 
alcohol  on  the  mind  and  body.  It 
should  include  those  alcohol  effects 
which  result  in  increased  accident 
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proneness,  reckless  driving  on  our 
highways,  and  many  legal  and  eco¬ 
nomic  difficulties,  as  well  as  certain 
moral  and  social  problems  in  general. 

The  extent  of  these  problems  may 
be  inferred  by  the  following  statis¬ 
tics.  It  is  estimated  that  65  to  70  per 
cent  of  the  adult  population  in  the 
United  States  (above  15  years  of  age) 
uses  alcohol  to  some  extent.  It  is 
estimated  that  of  these  users  1  out 
of  12  becomes  chronically  ill  from 
its  use.  Approximately  6,500,000  such 
victims  are  in  the  U.  S.  society  to¬ 
day.  Furthermore,  it  is  thought  that 
we  can  expect  an  additional  200,000 
chronic  alcoholics  annually  unless 
effective  ways  to  prevent  this  dis¬ 
ease  are  invoked. 

Since  some  of  the  control  duties 
and  responsibilities  of  Alcoholic  Bev¬ 
erage  Control  Boards  are  related  to 
public  “education  as  to  the  effects  of 
alcohol,”  enforcement  of  laws  gov¬ 
erning  its  use  and  concerns  for  reha¬ 
bilitation  of  the  alcoholic  sick,  it  is 
my  intention  to  discuss  now  certain 
areas  of  alcoholism  in  general  in 
which  I  think  great  strides  could  be 
made  through  a  united  assault  on 
this  problem.  My  approach  is  one  of 
CONTROL — not  opposition. 

Vigorous  Campaign  in  Alcohol 
Education.  In  view  of  the  aforemen¬ 
tioned  widespread  use  of  alcohol  in 
our  society,  everyone  should  know 
about  the  possible  effects  of  this  sub¬ 
stance  on  the  mind  and  body  and  the 
consequences  of  its  abuse.  There 
should  be  an  organized  campaign  to 
treat  our  respective  communities 
with  facts  about  alcohol.  In  many 
instances  there  is  reluctance  to  dis¬ 
card  old  attitudes  and  prejudices 
about  drinking  and  alcoholism.  Many 
are  unwilling  to  face  the  fact  that 
chronic  alcoholism  is  a  disease  and 
that  each  community  has  a  respon¬ 
sibility  to  help  solve  problems  stem¬ 
ming  from  it.  This  type  of  assault 


would  have  to  be  planned  carefully 
and  organized  well  to  be  effective. 
Perhaps  it  would  involve  local  com¬ 
munity  seminars,  public  discussion, 
local  television  and  radio  programs 
and  authoritatively  written  news¬ 
paper  articles  and  pamphlets.  Such 
an  assault  would  be  a  welcome  sup¬ 
plement  to  the  very  fine  efforts  cur¬ 
rently  carried  on  by  the  Education 
Division  of  the  North  Carolina  De¬ 
partment  of  Mental  Health  and  the 
local  alcohol  information  centers,  and 
to  the  woefully  inadequate  public 
school  instruction  which,  by  my  ob¬ 
servations,  is  only  taken  in  order  to 
respect  the  state  statute  requiring 
such  instruction. 

What  should  we  teach  about  effects 
of  alcohol? 

.  .  .  that  ethyl  alcohol,  a  depres¬ 
sant  to  the  brain  and  nervous  sys¬ 
tem,  is  THE  responsible  substance 
for  intoxication  in  all  alcoholic 
beverages  and  that  essentially  the 
same  effects  will  be  produced  in  a 
given  person  by  “unit”  drinks  of  12 
ounces  of  beer,  ounces  of  wine 
(14%)  and  1  ounce  of  distilled  liquor 
(90  proof). 

.  .  .  that  alcohol  is  rapidly  absorbed 
into  the  blood  stream  (especially  if 
taken  on  an  empty  stomach)  but  is 
slowly  eliminated  from  the  body. 
Plence  it  is  easy  to  accumulate  in¬ 
toxicating  blood-alcohol  (and  brain) 
levels. 

.  .  .  That  about  2/3  of  the  weight 
of  a  human  body  is  water  and  any 
amount  of  alcohol  taken  into  the 
body  will  be  diluted  in  this  volume 
of  water  which  is  the  principal  de¬ 
terminant  of  blood-alcohol  concentra¬ 
tion.  On  this  basis  and  with  one’s 
body  weight  known,  a  person  can  be 
taught  what  approximate  blood-al¬ 
cohol  levels  can  be  expected  from 
ingesting  known  amounts  of  alcohol. 

.  .  .  that  the  average  maximum 
(Continued  on  page  6) 
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A  feature  designed  to  help  you  keep  posted 
on  developments  in  the  field  of  alcoholism. 


RALEIGH,  N.  C.:  "Communication:  In  Health  and  Disease"  will  be  the  theme  of  the 
fourth  annual  John  W.  Umstead  Series  of  Distinguished  Lectures  to  be  given 
in  Raleigh,  N.  C.  at  the  Sir  Walter  Hotel  February  2  and  3,  1967.  On  both 
days  the  morning  and  afternoon  programs  will  begin  at  10:00  a.m.  and  2:00 
p.m.  The  lecturers  are  as  follows:  Robert  Haakenson,  Ph.D.,  Smith,  Kline 
&  French  Laboratories;  Bernard  Glueck,  Jr.,  M.D.,  Institute  of  Living,  Hart¬ 
ford,  Connecticut;  Gilbert  Gottlieb,  Ph.D.,  Division  of  Research,  N.  C.  De¬ 
partment  of  AAental  Health;  Harold  P.  Holder,  Ph.D.,  Department  of  Journal¬ 
ism,  Baylor  University;  Martin  Orne,  M.D.,  Department  of  Psychiatry,  Uni¬ 
versity  of  Pennsylvania;  Charles  F.  Reed,  Ph.D.,  Department  of  Psychology, 
Temple  University;  Peter  Marler,  Ph.D.,  Department  of  Zoology,  Rockefeller 
University;  and  Peter  N.  Witt,  M.D.,  Division  of  Research,  N.  C.  Department 
of  Mental  Health,  The  series  is  sponsored  by  the  N.  C.  Department  of  Mental 

Health,  the  N.  C.  Mental  Health  Association,  and  the  N.  C.  Medical  Society. 

/ 

I 

CHAPEL  HILL,  N.  C.:  The  Department  of  Psychiatry,  School  of  Medicine,  and  the 
School  of  Public  Health  of  the  University  of  North  Carolina  have  announced 
a  joint  advanced  training  program  in  community  mental  health.  The  program 
is  being  offered  to  psychiatrists,  psychologists,  social  workers,  nurses,  ad¬ 
ministrators,  social  scientists  and  others  who  are  preparing  for  leadership 
or  clinical  positions  in'  mental  health  centers,  state  or  local  programs.  Suc¬ 
cessful  completion  of  one  year  of  training  will  merit  a  Certificate  in  Mental 
Health  Program  Administration.  Successful  completion  of  two  years  of  train¬ 
ing,  including  further  field  practicum,  administrative  apprenticeships,  semi¬ 
nars  in  social  psychiatry  and  completon  of  a  major  in  a  department  of  the 
School  of  Public  Health,  provides  eligibility  for  a  Master  of  Public  Health 
degree.  Part-time  programs  can  be  negotiated. 

Individual  training  goals  can  be  met  through  special  curriculum  plan¬ 
ning.  Tutorial,  didactic  and  practicum  teaching  will  be  provided  by  an  ex¬ 
perienced  faculty  of  psychiatrists,  psychologists,  epidemiologists,  biostatlsti- 
cians,  public  health  administrators,  social  workers,  psychiatric  nurses  and 
social  scientists.  The  curriculum  will  include  courses  on:  Leadership  and 
Administration,  Analysis  of  Mental  Health  Programs,  and  Research  and  The¬ 
oretical  Foundations  of  Mental  Health  Programs. 

A  limited  number  of  stipends,  the  level  of  which  will  be  graduated  ac¬ 
cording  to  the  seniority  and  discipline  of  the  trainee  in  accordance  with  ac¬ 
cepted  University  and  National  Institute  of  Mental  Health  Standards,  are 
available.  Early  applications  are  encouraged.  Further  information  and  ap¬ 
plication  forms  may  be  obtained  by  writing:  Dr.  William  G.  Hollister,  De¬ 
partment  of  Psychiatry,  School  of  Medicine,  University  of  North  Carolina, 
Chapel  Hill,  N.  C.  27514. 
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RALEIGH,  N.  C.:  Around  100  people  met  with  the  N.  C.  Department  of  Mental 
Health  on  December  21  at  Dorothea  Dix  Hospital  in  Raleigh  to  discuss 
the  present  and  projected  alcoholism  programs  of  the  department.  In  ad¬ 
dition  to  members  of  the  Alcoholism  Programs  of  North  Carolina,  representa¬ 
tives  of  mental  health  clinics,  the  state  mental  hospitals,  the  state  prison, 
probation  and  parole  systems,  the  medical  and  social  service  professions, 
legislators  and  others  were  present.  The  group  agreed  to  support  legisla¬ 
tion  for  retaining  the  nickel-a-bottle  price  increase  on  State  ABC  Store  prod¬ 
ucts  for  use  in  alcoholism  rehabilitation  programs.  A  committee,  with  APNC 
President  Marshall  Abee  as  chairman,  was  appointed  to  work  with  the  de¬ 
partment  in  clarifying  questions  left  unresolved  at  the  meeting  and  to 
make  recommendations  at  a  follow-up  meeting  of  the  entire  group,  prob¬ 
ably  in  early  February,  1967. 

1967  FELLOWSHIPS:  The  James  S.  Kemper  Foundation  has  announced  that  it  is 
offering  four  fellowships  for  occupational  health  nurses  in  business  and 
Industry  to  each  of  the  following  summer  schools  of  alcohol  studies;  Uni¬ 
versity  of  Utah,  School  of  Alcohol  Studies,  P.  O.  Box  473,  Salt  Lake  City, 
Utah  84110  (June  18-23);  Northeast  Institute  of  Alcohol  Studies,  Center  of 
Alcohol  Studies,  Rutgers— The  State  University,  New  Brunswick,  N.  J.  08903 
(July  16-21);  University  of  Texas,  Institute  on  Alcohol  Studies,  Scholarship 
Committee,  808  Sam  Houston  Office  Bldg.,  Austin,  Texas  78701  (July  16- 
21);  International  School  of  Alcohol  Studies,  University  of  North  Dakota, 
Grand  Forks,  N.  D.  in  care  of  Bernard  Larsen,  Director,  North  Dakota  Com¬ 
mission  on  Alcoholism,  Bismarck,  N,  D.  58501  (July  23-28);  and  Southeastern 
School  of  Alcohol  Studies,  William  J.  McCord,  Director,  Room  1104  Rutledge 
Office  Bldg.,  1429  Senate  Street,  Columbia,  South  Carolina  29201  (August 
13-18). 

The  awards  will  cover  tuition,  room  and  board  and  the  recipients  will 
be  selected  by  each  school  from  those  submitting  applications  no  later  than 
60  days  prior  to  the  opening  date.  Application  blanks  and  more  detailed 
Information  may  be  secured  by  writing  the  school  nearest  you. 

The  above  general  rules  apply  also  to  six  fellowships  for  teachers  in 
schools  of  nursing  in  the  United  States  and  Canada  being  offered  by  the 
foundation  for  the  three-week  specialized  training  courses  (June  25-July  14). 
at  the  Center  of  Alcohol  Studies,  Rutgers— The  State  University,  New  Bruns¬ 
wick,  N.  J.  08903. 


SPRINGFIELD,  ILLINOIS:  A  series  of  eleven  films  on  alcoholism  have  been  produced 
by  WTTW-TV  in  cooperation  with  the  Illinois  Division  of  Alcoholism  with 
funds  from  a  Federal  grant  provided  by  the  Vocational  Rehabilitation  Ad¬ 
ministration.  After  their  original  showing  on  WTTW--TV  beginning  November 
16,  1966  and  continuing  each  Wednesday  thereafter  for  a  ten-week  period 
the  films  will  be  available  to  other  television  stations  and  for  use  at  com¬ 
munity  educational  meetings.  They  deal  with  the  subjects  of  alcoholism, 
rehabilitation  and  methods  for  coping  with  problems  of  alcoholism.  For  In¬ 
formation  on  how  to  obtain  the  films,  write:  William  N.  Becker,  Jr.,  As¬ 
sistant  Chief,  Division  of  Alcoholism,  401  State  Office  Bldg.,  Springfield,  III. 
62706. 

The  theme  of  the  series  is  "Alcoholics  Are  People."  The  individual  pro¬ 
grams  carry  the  following  titles:  The  Roots  of  the  Problem,  Tuesdays  at  Three, 
Toward  Recovery,  I've  Had  It,  The  Billion  Dollar  Hangover,  Alcoholism  Makes 
It  Tougher,  The  First  Stone,  Address  Nowhere,  The  Not  Very  Merry-Go- 
Round,  The  Not  Yet  Alcoholic,  and  Where  Now? 
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hourly  capacity  of  the  body  to  get 
rid  of  alcohol  is  approximately 
equivalent  to  the  alcohol  contained 
in  12  ounces  of  beer,  SV2  ounces  of 
wine  or  1  ounce  of  distilled  liquor 
and  that  this  rate  of  elimination 
changes  the  per  cent  of  blood-alco¬ 
hol  concentration  by  hourly  decre¬ 
ments  of  only  about  0.015. 

.  .  .  that  blood-alcohol  levels  of 
about  0.05  per  cent  (produced  in  a 
person  weighing  about  150  pounds  by 
2  “unit”  drinks  as  defined  above) 
have  been  shown  by  experiments  to 
impair  judgment  decisions,  affect 
vision,  and  interfere  with  refined 
neuromuscular  coordination  in  one- 
third  or  more  of  subjects  tested. 
Thus  significant  effects  of  alcohol  are 
not  dependent  upon  manifestations 
of  overt  signs  and  symptoms  of  gross 
intoxication.  Hence,  automobile  driv¬ 
ing  ability  and  performance  of  other 
refined  skills  may  be  impaired  at 
blood-alcohol  levels  considerably  be¬ 
low  those  conventionally  interpreted 
to  mean  “under  the  influence”  of  al¬ 
cohol. 

.  .  .  that  tolerance  to  alcohol  occurs 
whereby  more  and  more  beverage  is 
necessary  to  provide  the  subjective 
effects  initially  experienced  and  that 
insidious  development  of  dependence, 
psychological  and  physical,  upon  al¬ 
cohol  definitely  occurs  to  produce 
a  state  of  addiction,  which  can  be 
demonstrated  by  withdrawal  symp¬ 
toms  (in  a  “true”  alcoholic). 

Revision  of  Legal  Concepts  and 
Legislation.  Chronic  alcoholics  are 
defined  by  health  and  medical  agen¬ 
cies  as  victims  of  a  disease.  The 
World  Health  Organization  defines 
alcoholics  as  “those  excessive  drink¬ 
ers  whose  dependence  upon  alcohol 
has  reached  such  a  degree  that  it 
results  in  noticeable  mental  distur¬ 
bance  or  in  an  interference  with 
their  bodily  and  mental  health,  their 
smooth  social  and  economic  function¬ 


ing  or  those  who  show  the  prodrom¬ 
al  signs  of  such  development.”  The 
National  Research  Council  says  “an 
alcoholic  is  a  person  who  is  power¬ 
less  to  stop  drinking  and  whose 
drinking  seriously  alters  his  normal 
living  pattern.”  We  need  to  know 
that  chronic  alcoholism  is  a  bio¬ 
psycho-social  disease  in  which  the 
alcoholic  has  an  uncontrollable  crav¬ 
ing  to  drink  alcohol.  Chronic  alcohol¬ 
ism  is  the  fourth  major  health  prob¬ 
lem  in  our  society,  being  out-ranked 
only  by  mental  illnesses,  heart  dis¬ 
eases,  and  cancer,  and  who  knows 
what  role  alcohol  may  play  in  the 
causation  of  these? 

Now,  it  has  been  common  practice 
for  the  courts  to  treat  these  ill  vic¬ 
tims  as  criminals,  especially  for  vio¬ 
lating  laws  of  public  drunkenness. 
There  is  obviously  a  need  for  a  new 
concept  and  revised  legislation  in  the 
handling,  treatment  and  rehabilita¬ 
tion  of  these  people. 

Dawn  of  a  New  Day 

Fortunately  the  dawn  of  a  new 
day  in  this  regard  appeared  recently 
when  the  U.  S.  Court  of  Appeals  in 
Richmond  ruled  that  a  chronic  al¬ 
coholic  (who  is  a  citizen  of  North 
Carolina)  could  not  be  arrested  and 
treated  as  a  criminal,  although  he 
might  be  detained  for  medical  treat¬ 
ment.  This  court  action,  on  appeal, 
reversed  lower  court  convictions  of 
this  person  who  had  been  sentenced 
to  prison  many  times  previously  for 
public  drunkenness. 

Two  serious  implications  are  ap¬ 
parent  here:  North  Carolina  laws 
should  exclude  known  chronic  al¬ 
coholics  from  criminal  prosecution 
for  an  illness  over  which  they  now 
have  no  control,  and  simultaneously, 
the  state  must  provide  additional 
treatment  and  rehabilitation  facilities 
for  them.  Funds  should  be  provided 
and  expended  on  planning  and  con- 
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struction  of  treatment  and  research 
facilities  so  that  better  alternatives 
than  custodial  jails  and  punitive 
prison  camps  should  be  available  to 
the  courts  in  disposing  of  charges 
against  alcoholics  brought  before 
them. 

Drunken  Driving.  In  a  highly 
mobile  society,  such  as  ours  in  which 
a  large  segment  of  our  adult  popula¬ 
tion  consumes  alcoholic  beverages  to 
some  degree,  it  may  not  be  a  surpris¬ 
ing  fact,  although  it  is  certainly  an 
inexcusable  one,  that  a  high  propor¬ 
tion  of  the  motor  vehicles  on  our 
highways  are  operated  by  drinking 
drivers. 

Accident  facts  published  by  the 
National  Safety  Council  indicate  that 
drinking  drivers  are  involved  in  over 
50  per  cent  of  fatal  accidents  on  our 
national  highways.  In  single  car  ac¬ 
cidents,  some  state  surveys  go  as 
high  as  62  per  cent!  In  1965  about 
49,000  people  in  the  United  States 
met  their  death  in  highway  acci¬ 
dents.  This  means  about  25,000 
deaths  in  which  drinking  drivers 
were  involved. 

Surely  there  needs  to  be  an  as¬ 
sault  on  this  problem.  It  has  been 
generally  held  that  a  chemical  test 
law  within  a  given  state  would  act 
as  a  psychological  deterrent  to 
‘‘drunken  driving”  and  aid  in  the 
prosecution  of  offenders  of  the  law. 
As  of  July  1,  1965,  40  states  in  the 
Union  had  such  laws  on  their  statu¬ 
tes,  including  North  Carolina  (as  of 
1963).  However,  all  of  these  laws  are 
based  on  the  concept  that  a  specified 
blood-alcohol  concentration  of  either 
0.1  per  cent  or  0.15  per  cent  is  the 
level  at  which  a  driver  is  presumed 
to  be  under  the  influence  of  alcohol. 

In  my  opinion,  there  are  two  ob¬ 
jections  to  this  type  of  legislation:  it 
is  difficult  to  obtain  prosecution  in 
many  instances  when  functional  evi¬ 
dence  of  intoxication  cannot  be  prov¬ 


ed,  and  the  permissible  blood-alcohol 
level  is  too  high.  Evidence  obtained 
in  several  surveys  indicates  that  the 
actual  driving  ability  of  a  high  per¬ 
centage  of  drivers  is  significantly 
impaired  over  the  wide  range  of  0.03- 
0.07  per  cent  blood-alcohol  level.  The 
literature  on  this  topic  is  almost  u- 
naminous  in  its  conclusions  that 
driving  skills  begin  to  deteriorate  at 
about  0.05  per  cent.  (Perhaps  it  will 
be  recalled  that  in  a  150-lb.  man  more 
than  4  beers,  3/4  pint  of  wine  or  4 
ounces  of  distilled  beverage  are  re¬ 
quired  to  attain  a  blood-alcohol  level 
of  0.1  per  cent!) 

Recently  a  new  study  of  actual 
driving  performance  of  drinking  and 
non-drinking  and  accident-involved 
and  non-accident-involved  drivers  re¬ 
vealed  the  following  relationships: 

Results  of  Study 

(1)  A  blood-alcohol  level  over  0.04 
per  cent  is  definitely  associated  with 
an  increased  accident  involvement. 
(Those  with  0.04  per  cent  or  below 
are  about  as  likely  to  cause  accidents 
as  completely  sober  drivers.) 

(2)  When  drivers  with  a  blood- 
alcohol  level  over  0.08  per  cent  have 
accidents,  they  tend  to  have  more 
single  vehicle  accidents,  more  severe 
(in  terms  of  injury  and  damage)  ac¬ 
cidents,  and  more  expensive  acci¬ 
dents  than  similar  sober  drivers. 

(3)  When  the  blood-alcohol  level 
of  0.06  per  cent  is  reached,  the  esti¬ 
mated  probability  of  the  driver  caus¬ 
ing  an  accident  is  double  that  of  a 
driver  with  no  alcohol. 

(4)  Drivers  with  0.1  per  cent  al¬ 
cohol  in  their  blood  are  more  than 
six  times  as  likely  to  cause  accidents 
as  those  with  no  alcohol. 

(5)  When  the  0.15  per  cent  blood- 
alcohol  level  is  reached,  the  probabil¬ 
ity  of  an  accident  occurring  is  in¬ 
creased  to  more  than  25  times  that 
of  the  sober  driver. 
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What  shall  we  do  about  this  situa¬ 
tion?  In  my  opinion  there  is  a  clear 
indication  here  that  an  assault  on 
this  problem  should  be  made.  I  be¬ 
lieve  that  the  concept  of  ‘'driving 
under  the  influence  of  alcohol” 
should  be  abandoned  and  that  a 
newer  approach  to  the  control  of  this 
problem  should  be  based  on  the  prin¬ 
ciple  of  “impaired  driving  ability.”  I 
should  like  to  urge  the  passage  of 
new  legislation  which  would  make  it 
illegal  for  a  driver  to  operate  a  motor 
vehicle  on  the  highways  of  North 
Carolina  with  a  blood-alcohol  level  in 
excess  of  0.05  per  cent.  This  type  of 
legislation  would  be  comparable  to 
our  speed  laws,  which  if  violated  can¬ 
not  be  compromised  in  court  by  the 
argument  that  a  ‘given  driver  can 
drive  safely  at  a  higher  rate  of  speed 
than  that  legally  permitted.  The 
number  of  people  who  exhibit  a  sig¬ 
nificant  degree  of  impaired  driving 
ability  with  alcohol  is  great  enough 
to  justify  a  rigid  legal  restriction  of 
0.05  per  cent  blood-alcohol  level  for 
all  drivers!  On  this  basis  no  argu¬ 
ment  would  be  permitted  as  to 
whether  the  driver  was  or  was  not 
“under  the  influence”  of  alcohol. 

Multidiciplinary  Research  Pro¬ 
gram.  Finally,  in  order  to  gain  much 
needed  new  information  about  alco¬ 
holism — its  controlled  use,  chronic 
alcoholism,  altered  concepts,  aspects 
of  cause,  treatment  and  rehabilita¬ 
tion  of  alcoholics — we  should  initiate 
a  well-planned  multidisciplinary  re¬ 
search  program.  There  are  many 
problems  to  be  investigated,  many 
questions  to  be  answered.  Through¬ 
out  the  concept  of  such  a  program 
would  predominate  the  idea  of  CON¬ 
TROL  of  the  problems — not  eradica¬ 
tion  of  the  use  of  alcohol.  Complete 
elimination  would  require  elimina¬ 
tion  of  people  or  alcohol,  or  both. 
The  answer  to  this  situation  is  ob¬ 
vious. 


It  is  recognized  that  movements 
are  underway  at  the  federal  level  to 
initiate  a  federally-sponsored  alcohol¬ 
ism  program.  Also,  it  is  acknowledg¬ 
ed  that  Governor  Dan  K.  Moore  is  on 
record  as  favoring:  (1)  improved 
facilities  for  treatment  and  rehabilita¬ 
tion  of  chronic  alcoholics,  (2)  an 
expanded  education  program  and  (3) 
the  possibility  of  establishing  a  re¬ 
search  program. 

About  a  year  ago  a  “grass  roots” 
group  of  interested  persons  from  the 
University  of  North  Carolina  at 
Chapel  Hill,  Duke  University,  N.  C. 
Department  of  Mental  Health,  Re¬ 
search  Triangle  Institute,  and  mem¬ 
bers  of  two  or  three  A.B.C,  Boards 
discussed  the  possibiilty  of  organiz¬ 
ing  an  agency  independent  of,  but  in 
a  close  working  relationship  with,  in¬ 
stitutions  of  the  triangle  area  and  the 
State  government,  which  could  at¬ 
tract  state,  federal,  and  private  funds, 
as  well  as  support  from  A.B.C.  funds. 
The  research  program  would  be 
broadly  defined  to  Include  the  follow¬ 
ing  aspects:  medical  (both  basic  and 
clinical),  social-scientific  (economics, 
political  science,  psychology,  and  so¬ 
ciology),  and  community  organiza¬ 
tion-educational  (law  enforcement, 
community  development  and  wel¬ 
fare).  This  proposal  was  presented  to 
Governor  Moore  for  his  preliminary 
consideration.  Through  a  variety  of 
circumstances,  no  followup  to  this 
proposal  has  taken  place.  I  should 
hope  that  the  idea  might  appeal  to 
A.B.C.  Boards  and  that  some  im¬ 
petus  to,  and  influence  on,  the  sug¬ 
gestion  might  be  engendered  through 
their  interest  in  helping  to  solve 
problems  related  to  alcohol  use  and 
alcoholism  in  general.  There  is  great 
need  for  new  information  on  better 
understanding  of  problems  related 
to  use  of  alcohol.  Only  scientific  re¬ 
search  will  provide  the  answers 
which  are  needed. 
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Alcoholism  rehabilitation  is  a  responsibilty  of 
the  community,  too,  not  just  the  Stat^  alone. 


BY  THE  REVEREND  JOSEPH  L.  KELLERMANN 

COMMUNITY  RESPONSIBIUTY 

IN  Alcoholic  Rehahilitation 


There  are  several  basic  facts  which  require  the 
community  to  become  responsible  in  alcoholism 
rehabilitation. 

One:  The  size  and  scope  of  the  problem  is  entirely 
too  large  for  a  state  program.  No  state  program  in  our 
country  is  capable  of  treating  more  than  a  tiny  per¬ 
centage  of  persons  who  need  therapy. 

Two:  Specialized  treatment,  or  treatment  of  a  special 
nature,  can  be  administered  in  a  state  hospital  or 
alcoholic  rehabilitation  hospital  outside  the  patient’s 
own  community.  Recovery,  however,  begins  when  the 
patient  returns  home  and  can  not  occur  until  a  sober 
adjustment  can  be  made  by  the  patient  within  the 
community.  The  time  period  of  hospitalization  should 
not  be  more  than  four  to  six  weeks  including  detox¬ 
ification.  It  should  include  diagnosis  and  evaluation, 
and  a  patient-specific  post-hospitalization  recovery 
program  should  be  outlined  prior  to  discharge  of  the 
patient. 

Three:  The  post-hospital  plan  of  recovery  involves 
a  period  of  two  to  three  years  if  recovery  is  to  be  ex¬ 
pected  from  a  majority  of  patients.  A  weekly  or  bi¬ 
weekly  activity  designed  to  reinforce  the  alcoholic’s 
capacity  to  overcome  the  compulsion  to  drink  is 
basic  to  recovery.  Such  a  program  can  not  be  provided 


Published  by  permission  of  the  author,  this 
article  is  based  on  a  talk  given  at  the  Western 
Regional  Leadership  Conference  on  Alcohol¬ 
ism  on  November  29,  1966  at  Broughton  Hos¬ 
pital  in  Morganton.  The  conference  was  one  of 
four  co-sponsored  by  the  N.  C.  Department  of 
Mental  Health  and  the  Alcoholism  Programs 
of  North  Carolina.  Rev.  Kellermann  is  director 
of  the  Charlotte  Council  on  Alcoholism. 
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by  a  state  hospital.  About  five  per 
cent  of  the  persons  who  need  help 
become  active  and  successful  mem¬ 
bers  of  Alcoholics  Anonymous,  pri¬ 
marily  middle-class  persons. 

Four:  Education  and  treatment  of 
the  family  of  the  alcoholic  initially, 
and  on  a  continuing  basis,  is  more 
important  than  treating  the  patient. 
Our  state  hospitals  are  designed  to 
treat  the  addict  on  an  interruptive, 
inpatient,  away  from  home,  treat¬ 
ment  basis.  They  are  not  designed 
to  give  primary  assistance  to  the 
family.  Therefore  they  are  able  to 
produce  lasting  results  for  a  small 
minority  of  patients  only.  Changing 
from  a  small  minority  rate  of  recov¬ 
ery  to  a  large  majority  rate  will 
necessitate  an  overall  patient-family- 
community  program  which  the  state 
hospital  can  not  provide. 

Five:  Effective  use  of  a  state  hos¬ 
pital  is  dependent  upon  an  orderly 
flow  of  patients  from  the  local  medi¬ 
cal  community  to  the  state  hospital 
and  back  into  the  local  medical  com¬ 
munity.  The  state  hospital  system 
gives  priority  of  admission  to  indi¬ 
gent  patient  as  stated  clearly  in  the 
General  Statutes  of  North  Carolina 
which  established  the  hospital  sys¬ 
tem.  It  also  provides  -  special  care 
and  long-range  treatment  which  can¬ 
not  be  provided  in  communities.  The 
overwhelming  handicap  in  treating 
alcoholism  as  an  illness  is  the  fact 
that  local  medical  communities  do 
not  accept  and  treat  alcoholism  as  a 
normal  illness.  The  orderly  flow  to 
and  from  the  state  hospital  and 
community  does  not  exist  because 
most  alcoholics  and  their  families 
never  get  into  the  local  medical  com¬ 
munity  for  medical  treatment  or 
counseling.  Although  a  doctor  must 
examine  and  recommend  every  pa¬ 
tient  admitted  voluntarily  to  a  state 
hospital  and  two  doctors  must  ex¬ 
amine  persons  entering  on  medi- 


It  is  simply  not  true 

cal  certification  or  judicial  ad¬ 
mission,  this  in  no  way  means 
the  alcoholic  and  family  are  bona 
fide  patients  under  treatment  of 
the  physician.  Such  medical  service 
is  often  on  an  a  la  carte  basis  or 
cafeteria  style  medical  service.  Medi¬ 
cal  services  locally  are  used  primari¬ 
ly^  as  a  means  of  gaining  admission 
to  the  hospital,  not  as  a  preparation 
for  admission  and  a  long-range  fol¬ 
low-up  program  of  rehabilitation. 

In  simple  language,  there  is  an 
enormous  gap  between  the  private 
practice  of  medicine  and  the  state 
hospital  system.  The  two  live  in 
separate  worlds  and  speak  to  each 
other  through  committees.  In  fact  the 
relationship  between  a  practicing  phy¬ 
sician  and  a  local  general  hospital  is 
a  rather  tenuous  situation  in  which 
the  hospital  provides  temporary 
special  services  while  the  doctor 
treats  the  patient  for  an  acute  or  se¬ 
vere  condition.  The  general  hospital 
theoretically  has  a  responsibility  to 
the  patient  after  release  from  the 
hospital,  but  in  reality  the  arrange¬ 
ment  between  the  doctor  and  the  pa¬ 
tient  is  a  private  contract  which  the 
patient  can  terminate  at  any  time 
and  which  the  doctor  may  terminate 
when  the  acute  medical  condition  is 
over.  Recovery  from  alcoholism  simp¬ 
ly  does  not  lend  itself  to  such  medi¬ 
cal  practice  but  this  is  reality.  Unless 
the  community  assumes  its  respon¬ 
sibility  for  long-range  rehabilitation 
programs,  they  will  not  exist.  If  they 
do  not  exist,  the  family  and  patient 
will  be  deprived  of  necessary  rehabil¬ 
itation  services  for  a  majority  of 
patients  who  return  from  state  hos¬ 
pitals  plus  the  overwhelming  ma¬ 
jority  of  alcoholism  families  who 
never  get  to  a  state  hospital  or  treat¬ 
ment  center. 
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that  alcoholics  cannot  be  helped  until  they  want  help. 


Six:  Purely  voluntary  rehabilita¬ 
tion  efforts  on  the  part  of  the  alco¬ 
holic  are  almost  wholly  futile.  The 
alcoholic  has  found  the  best  method 
of  treatment  of  alcoholism  known  to 
mankind — simply  getting  drunk.  Al¬ 
coholism  is  the  only  disease  known 
to  man  named  for  the  self-administer¬ 
ed  patent  medicine  prescribed  by  the 
patient.  Drunkenness  or  the  repeated 
excessive  use  of  alcohol  is  not  the 
illness.  The  disease  is  the  heartache 
which  the  patient  attempts  to  relieve 
by  overdrinking  which  in  effect  is  a 
form  of  overmedication.  In  reality, 
alcoholics  do  not  drink  but  consume 
alcohol  as  a  medicine.  This  is  their 
treatment  and  their  voluntary  effort 
to  rehabilitate  themselves.  A  struc¬ 
tured  program  must  be  established 
with  legal,  social  and  industrial  em¬ 
ployment  disciplines  built  in  to  make 
the  program  work.  It  is  simply  un¬ 
true  that  alcoholics  cannot  be  helped 
until  they  want  help.  A  better  an¬ 
swer  must  be  offered  than  they  find 
in  the  bottle  and  the  community 
must  be  prepared  to  allow  the  con¬ 
sequences  of  drinking  to  become  far 
more  painful  than  the  pleasure  of 
alcoholic  escape  if  rehabilitation  is 
to  be  accomplished.  Allis-Chalmers, 
DuPont,  Consolidated  Edison  and 
many  others  have  shown  amazing 
results  when  this  principle  was  ap¬ 
plied  to  alcoholic  employees.  If,  how¬ 
ever,  the  employer  is  to  have  re¬ 
sources  to  supplement  motivation  by 
the  exercise  of  company  discipline, 
a  community  recovery  program  must 
exist.  The  family,  too,  must  have  re¬ 
sources  for  continued  help  if  they  are 
to  enter  into  long-range  therapy.  To¬ 
day  the  results  of  Al-Anon  are  just 
as  dramatic  as  the  results  of  Alco¬ 
holics  Anonymous  were  nearly  a  gen¬ 
eration  ago.  Many  husbands  accept 


the  A.A.  program  after  the  wife  has 
had  six  months  or  more  of  beneficial 
help  from  group  participation  in  Al- 
Anon,  but  not  more  than  one  or  two 
per  cent  of  those  who  need  it  get  into 
this  group. 

Seven:  The  entire  area  of  involun¬ 
tary  treatment  on  a  local  outpatient 
or  daycare  basis  must  be  explored. 
Most  judicial  admissions  are  effected 
because  there  is  no  involuntary  or 
judicial  channel  open  to  the  family 
until  the  chronic  or  addictive  stage 
of  the  illness  is  completely  manifest. 
This  means  that  15  to  20  years  of 
untreated  alcoholism  transpires  be¬ 
fore  treatment  can  be  initiated  by 
some  one  other  than  the  patient  if 
voluntary  medical  practice  is  to  be 
used.  Pre-hospital,  or  post-hospital 
care,  voluntary  or  ■  involuntary,  can 
be  provided  by  the  community  if 
properly  organized  and  structured. 
The  provision  of  the  involuntary 
services  on  this  basis,  while  protect¬ 
ing  the  constitutional  civil  rights 
of  the  patient,  would  do  far  more  to 
reduce  alcoholism  than  any  state  hos¬ 
pital  program.  The  basic  difficulty 
here  is  the  overall  lack  of  knowledge 
in  the  field  of  alcoholism  which  fails 
to  distinguish  between  drinking  too 
much  socially  and  a  disease  entity 
termed  alcoholism.  Every  man  or 
woman  has  the  right  to  drink,  even 
if  they  are  known  alcoholics.  How¬ 
ever,  if  drinking  interferes  with  the 
responsibilities  of  the  individual  to 
the  family  or  injures  society,  invol¬ 
untary  treatment  is  indicated.  Few 
persons  are  aware  of  the  fact  that 
our  present  judicial  hospitalization  of 
the  alcoholic  can  be  made  for  the 
benefit  of  the  family  as  well  as  that 
of  the  patient.  A  very  real  paradox 
is  the  fact  that  civil  commitment  is 
(Continued  on  page  24) 
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A  THOUGH  I  have  been  asked  to 
share  with  you  some  thoughts  on 
the  broad  topic  “Building  Programs 
to  Close  the  Gaps”,  it  would  be  high- 
I3"  presumptuous  of  me  if  I  tried  to 
tell  you  what  your  community  needs 
to  close  the  gaps.  So  rest  assured,  I 
am  not  going  to  alienate  myself  at 
the  onset  by  pretending  to  know 
your  community  better  than  you. 

First,  let  us  agree  on  a  common 
understanding  of  this  topic.  What 
do  we  mean  “Building  Programs  to 
Close  the  Gaps?”  ''Building''  is  an 
action  word  and  I  think  we  can  all 
agree  that  we  need  more  of  it  di¬ 
rected  toward  alcoholism  in  each  of 
our  communities.  "Programs,"  you 
will  note,  is  plural,  so  we  are  talking 
about  more  than  one.  This  word  to 
me  indicates  well  organized  plans 
developed  with  specific  purposes  in 
mind.  As  it  is  used  here,  we  are  talk¬ 
ing  about  more  than  one  plan  to 
meet  more  than  one  problem.  Al¬ 
though  the  plans  and  problems  ob¬ 
viously  must  be  related,  the  groups 
involved  may  be  different,  thus  often 
requiring  separate  and  unique  ap¬ 
proaches. 

Webster  gives  us  several  mean¬ 
ings  for  the  word  "close."  The  one 
v/hich  fits  our  subject  best  might  be, 
“To  bring  the  parts  together.”  This 
is  really  the  basic  challenge.  When 
you  return  to  your  communities  from 
this  conference,  you  are  the  ones 
who  can  initiate  the  action  needed  to 
bring  agencies  and  people  together 
to  attack  the  alcoholism  problems  in 
your  community.  I  should  be  using 
the  word  “we”  for  the  task  of  “bring¬ 
ing  the  parts  together”  in  our  respec¬ 
tive  communities  must  be  widely 
shared.  Finally,  for  the  word  “Gaps/" 
— we  could  accept  notch,  breach,  or 
chasm  but  these  are  not  descriptive 
enough  for  our  purpose.  The  mean¬ 
ing  which  clearly  describes  one  of 
the  most  serious  problems  in  the 


This  article  was  given  as  a  talk  at  the 
South  Central  Regional  Leadership  Con¬ 
ference  on  Alcoholism,  one  of  four  spon¬ 
sored  by  the  N.  C.  Department  of  Mental 
Health  and  the  Alcoholism  Progams  of 
North  Carolina,  on  November  18,  1966  at 
Dorothea  Dix  Hospital  in  Raleigh.  Abee, 
a  former  director  of  a  local  alcoholism 
program,  is  presently  director  of  Com¬ 
munity  Health  Services,  Inc.  of  Greens¬ 
boro. 
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treatment  of  alcoholics  is,  as  quoted 
from  Webster,  “A  break  in  continui- 
t3^”  Here  is  another  challenge  which 
every  community  across  our  State 
must  consider  immediately,  that  of 
improving  the  continuity  of  care,  not 
only  for  alcoholism  but  for  other  ill¬ 
nesses  as  well.  I  have  already  con¬ 
tradicted  myself,  haven’t  I?  I  said  I 
v/asn’t  going  to  tell  you  what  your 
community  needs.  I  haven’t  really, 
for  better  communications  between 
agencies,  resulting  in  improved  con¬ 
tinuity  of  care,  is  a  need  in  my  com¬ 
munity  and  yours. 

In  my  further  remarks,  I  propose 
to  discuss  with  you  the  need  for 
strong  community  action.  I  will  re¬ 
view  with  you  some  of  the  basic 
principles  for  working  with  people 
which,  if  followed,  can  and  have  pro¬ 
duced  gratifying  results  in  many 
communities.  I  want  also  to  caution 
you  about  one  of  the  big  pitfalls  in 
developing  or  building  community 
programs.  Then,  finally,  perhaps  we 
can  raise  some  questions  which 
might  be  helpful  to  you  in  the  dis¬ 
cussion  period  here  at  the  confer¬ 
ence  as  well  as  with  your  fellow  citi¬ 
zens  at  home. 

Sooner  or  later,  most  of  us  become 
concerned  about  changes  taking  place 
in  our  communities  or  changes  we 
want  to  bring  about.  I  suppose  that 
is  why  many  of  you  have  spent  the 
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Intense  citizen  participation  throughout  the  state  is 
needed  if  the  concepts  about  alcoholism  ive  have  develop¬ 
ed  in  the  past  few  years  are  to  take  root  universally. 


By  MARSHALL  ABEE,  M.P.H. 

Programs  to  Close  the  Gaps 


entire  day  here  discussing  alcoholism 
and  its  related  problems.  By  your  at¬ 
tendance  at  this  conference,  you  are 
expressing  your  genuine  concern 
about  this  perplexing  illness.  I  trust 
that  you  are  also  demonstrating  your 
willingness  to  become  actively  in¬ 
volved  in  our  efforts  to  stimulate 
community  action  across  the  State. 

There  are  certain  factors  concern¬ 
ing  the  public  and  alcoholism  which, 
if  recognized  and  taken  into  consid¬ 
eration,  can  effectively  assist  us  in 
developing  community  programs  to 
fill  the  gaps.  We  need  to  realize  that 
there  have  been  built  up  in  both 
drinkers  and  in  non-drinkers  alike, 
definite  attitudes  and  opinions  which 
may  or  may  not  be  conducive  to  our 
concept  and  full  understanding  of  al¬ 
coholism  as  an  illness.  These  may  be 
so  concrete,  so  reinforced  by  highly 
emotional  feelings  about  beverage  al¬ 
cohol  that  the  establishment  of  an 
objective  viewpoint  becomes  a  diffi¬ 
cult  task.  There  are  those  who  have 
developed  an  apathy  toward  alcohol. 
There  are  persons  who  have  decided 
to  drink  or  not  to  drink  and  having 
no  personal  problem  as  a  result  of 
this  decision,  believe  that  their  re¬ 
sponsibility  ends  there.  To  create  an 
acceptance  of  our  program,  it  is  nec¬ 
essary  to  overcome  false,  biased 
ideas. 

These  facts  are  not  discouraging. 


actually  they  present  a  challenge.  It 
becomes  apparent  that  the  recon¬ 
struction  of  such  attitudes  is  an  un¬ 
dertaking  which  calls  for  action  on 
the  part  of  a  large  group  of  repre¬ 
sentative  citizens.  It  logically  follows 
that  this  type  of  voluntary  com¬ 
munity  organization  can  become  an 
actuality  only  in  the  event  that  the 
community  is  fortunate  enough  to 
have  among  its  citizens  a  few  per¬ 
sons  with  the  instincts  of  promoters, 
the  ingenuity  of  diplomats,  and  the 
vision  of  crusaders.  You  may  very 
well  be  such  a  person  and  most  likely 
3^ou  know  others  in  your  community. 
It  will  be  to  your  great  advantage  if 
you  recognize  and  accept  the  fact 
that  you  can’t  do  the  job  by  yourself. 
It  is  vitally  important  that  we  enlist 
citizen  participation.  Not  just  by 
name,  but  active  participation.  These 
are  the  people  who  will  supply  ini¬ 
tiative,  the  aggressiveness,  the  vision, 
the  sense  of  values  and  the  adapta¬ 
bility  which  together  can  result  in 
successful  achievement.  We  have  wit¬ 
nessed  the  strong  action  of  volun¬ 
tary  organizations  in  the  form  of 
temperance  unions  —  strongly  sup¬ 
ported  by  real  crusaders  in  many  lo¬ 
calities,  they  have  always  been 
staunch  citizens  with  a  will  to  suc¬ 
ceed.  We  all  recognize  the  spirited 
forcefulness  of  these  volunteer 
groups.  If  the  concepts  about  alco- 
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holism  which  we  have  developed  in 
the  past  few  years  are  to  take  root 
universally,  no  longer  clouded  with 
foggy  notions  and  misconceived  atti¬ 
tudes,  then  throughout  our  state  a 
similar  intensity  of  citizen  participa¬ 
tion  must  be  developed  in  the  field 
of  alcoholism. 

Now  that  we  have  impressed  upon 
you  the  importance  of  working  with 
people  for  community  action  on  al¬ 
cohol  problems  .  .  .  How  does  one  go 
about  working  successfully  with  peo¬ 
ple?  For  most  of  you,  I  will  not  be 
revealing  anything  new,  but  let  us 
consider  this  a  review  in  the  prin¬ 
ciples  of  working  with  people  for  all 
of  us. 

If  you  want  a  person  to  help  carry 
out  a  project,  let  him  help  plan  it. 
Perhaps  no  poem  was  ever  written 
with  greater  feeling  than  these  few 
lines  portray: 

I’m  just  like  other  man, 

I  like  the  things  I  help  to  plan; 

The  folks  that  tell  us  what  to  do 

Make  me  as  mad  as  they  do  you. 

Credit  is  like  a  bacillus.  It  grows 
by  division.  If  you  are  generous,  you 
will  want  to  give  others  the  credit 
for  what  is  accomplished.  If  you  seek 
credit  for  yourself,  you  must  give 
it  to  others.  If  you  do,  they  will  have 
to  hand  it  back  to  you.  If  you  don’t, 
they  will  take  it  away  from  you.  You 
are  after  results,  not  credit. 

Expect  the  best  of  everyone.  If 
you  expect  a  man  to  be  big  and  he 
is  little,  he  is  embarrassed.  If  you 
expect  him  to  be  little  and  he  is  big, 
you  are  embarrassed. 

Straighten  out  grievances  immed¬ 
iately.  Do  not  let  them  grow.  “Let 
not  the  sun  set  upon  your  wrath.” 

The  best  way  to  get  rid  of  an 
enemy  is  to  make  a  friend  of  him. 

A  group  can  make  a  better  plan 
than  the  best  expert  in  the  group. 
“Everybody  knows  more  than  any¬ 
body.”  Persons  of  varied  interests 


Responsibility  for  a  significant 

make  the  best  community  action 
groups.  “Special  interests”  are  likely 
to  appear.  Do  not  allow  them  to  dom¬ 
inate  the  collective  planning  of  the 
group. 

Avoid  emotional  tension;  it  is  high- 
ly  contagious.  Relax.  Hang  on  to 
your  sense  of  humor.  If  tension  crops 
up,  find  the  cause  of  it  and  weed  it 
out. 

Don’t  write  letters  when  you  can 
phone;  don’t  phone  if  you  can  make 
a  personal  contact. 

One  friend  on  the  inside  is  worth 
many  on  the  outside  in  gaining  the 
interest  and  active  cooperation  of  a 
group. 

Don’t  forget  the  people  who  have 
helped  you — they  are  an  important 
reason  for  your  success.  Express 
your  appreciation  to  all  those  in¬ 
volved. 

Now  that  we  have  had  our  re¬ 
fresher  course  on  the  principles,  let 
me  caution  you  about  the  pitfall  that 
all  of  us  who  work  with  people  must 
be  on  guard  against.  This  pitfall  is 
to  feel  or  act  as  though  you  were  all 
alone.  There  are  always  others  in 
the  community  who  share  your  con¬ 
cern  and  will  be  willing  to  share  in 
the  action. 

The  quickest  way  to  fall  into  the 
pit  is  to  decide  by  yourself  what 
is  the  problem  calling  for  com¬ 
munity  action.  If  the  action  is  to  be 
successful,  it  must  involve  the  other 
people  who  are  concerned.  But  since 
action  on  any  problem  begins  with 
the  definition  of  it,  the  people  who 
are  to  act  must  begin  with  defining 
the  problem.  This  is  not  merely  a 
technique  of  involving  others  in 
solving  the  problem  as  you  diagnosed 
it.  It  is  necessary  for  you  to  share 
the  ideas  of  all  the  others  to  be  quite 
sure  that  you  know  what  the  prob- 
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attack  on  alcohol  problems  exists  at  the  community  level. 


lem  is.  Anyone  can  be  wrong,  any 
group  can  be  wrong,  but  the  chances 
for  successful  community  action  are 
improved  if  all  those  concerned  share 
in  diagnosing  the  problem. 

The  next  easiest  way  to  fall  into 
the  pit  is  to  prescribe  the  remedy 
by  yourself.  If  the  action  in  the  com¬ 
munity  is  to  be  successful,  it  must 
involve  the  other  people  who  are  also 
concerned.  But  since  action  on  any 
problem  begins  with  canvassing  the 
various  kinds  of  action  that  may  be 
taken  and  assessing  the  probable  re¬ 
sults,  the  people  who  are  to  act  must 
begin  by  making  this  canvass.  This 
is  not  merely  a  technique  of  involv¬ 
ing  others  in  an  action  program.  It 
is  necessary  for  you  to  share  the 
opinions  of  all  the  others  in  order  to 
be  quite  sure  that,  within  the  limits 
of  human  frailty,  you  have  canvassed 
all  the  possibilities.  The  chances  for 
successful  community  action  are  bet¬ 
ter  if  all  those  concerned  have  shared 
in  formulating  the  plan. 

Well,  we’ve  talked  about  com¬ 
munity  action,  how  to  work  with 
people  and  the  big  danger  to  look 
out  for.  Now,  let  us  assume  that  you 
have  all  these  people  keyed  to  a 
frenzy  and  chomping  at  the  bit  to 
get  in  to  “where  the  action  is.”  What 
are  you  going  to  ask  them  to  do?  One 
of  the  quickest  ways  to  kill  the  ini¬ 
tiative  and  interest  of  volunteers  is 
to  not  have  a  meaningful  job  for 
them  when  they  are  ready  to  give 
you  their  time. 

Perhaps  finding  the  answers  to 
some  of  these  questions  will  provide 
much  valuable  work  for  your  com¬ 
munity  action  group. 

Do  you  really  know  the  extent  of 
alcoholism  problems  in  your  com¬ 
munity?  Not  based  on  an  isolated 
case  that  you  happen  to  know  about 
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personally.  Have  you  talked  with  the 
social  and  health  agency  personnel  to 
ascertain  the  size  of  the  problem? 
Can  you  pin  point  one  or  two  specific 
alcohol  problems  which  appear  to  be 
of  greater  concern  than  others  to 
your  community? 

Which  of  your  community  agencies 
or  groups  are  actively  interested  in 
preventing  alcohol  problems?  What 
methods  are  they  using?  Does  your 
school  system  offer  alcohol  educa¬ 
tion?  How  is  it  taught?  What  grade 
levels?  Are  the  teachers  adequately 
prepared?  How  can  your  action 
group  supplement  and  enhance  the 
teaching  which  your  schools,  church¬ 
es,  and  homes  are  now  doing? 

What  group  in  your  community 
will  give  your  “action  group”  the 
best  support?  Do  you  anticipate  any 
opposition?  From  whom?  Are  you 
prepared  to  meet  the  opposition,  the 
indifference,  the  special  interest 
manipulators,  which  may  be  in  your 
community? 

How  will  you  sell  the  group-plan¬ 
ned  program  to  the  agency  leaders 
and  to  the  elected  officials  who  will 
have  to  provide  some  financing. 
What  kind  of  federal  and  state  funds 
might  be  available  to  your  communi¬ 
ty?  Are  you  going  to  be  dependent 
upon  such  funds?  Should  you  have 
an  alternate,  less  expensive,  plan  in 
case  your  community  must  bear  the 
full  cost? 

Will  this  conference  be  a  success 
in  more  ways  than  numbers?  You 
have  the  answer  to  this  question. 
It  will  depend  upon  what  you  do 
back  in  your  community.  The  citi¬ 
zens  across  our  state  must  accept,  at 
the  community  level,  some  of  the 
responsibility  for  mounting  a  signi¬ 
ficant  attack  on  our  ever  increasing 
alcohol  problems. 
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Broughton  Hospital  has  operat¬ 
ed  an  alcoholic  unit  since  October 
of  1963  when  the  policy  regarding 
admissions  of  inebriates  to  the  North 
Carolina  mental  hospitals  was  chang¬ 
ed  to  provide  for  their  treatment  at 
each  of  the  hospitals. 

The  unit  since  its  inception  has 
been  oriented  toward  providing  com¬ 
prehensive  care  for  the  total  patient 
Every  effort  has  been  made  to  pro¬ 
vide  not  only  specifically  structured 
modalities  of  treatment,  but  also  a 
dynamic  atmosphere  of  acceptance 
and  day-in  and  day-out  psychodyna- 
mically  oriented  personnel-patient  re- 
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Our  operating  philosophy  is  to  of¬ 
fer  the  alcoholic  patient  the  best 
possible  help  —  the  kind  that  may 
enable  him  to  better  help  himself. 


At  the  time  this  article  was  submitted 
for  publication,  the  author,  Billy  J. 
Link,  was  chief  social  worker  of  the 
Alcoholic  Unit  at  Broughton  Hospital. 
He  now  heads  the  Social  Service  Depart¬ 
ment  at  Cherry  Hospital,  Goldsboro. 


lationships.  This  endeavor  has  re¬ 
quired  the  cooperaton  of  all  the  per¬ 
sonnel  involved  in  the  patient’s  care 
during  his  stay — the  physician,  clini¬ 
cal  social  worker,  nurses  and  aides. 
For  instance,  each  patient  is  inter¬ 
viewed  and  discussed  in  conferences 
at  which  all  the  personnel  are  ac¬ 
quainted  with  the  total  approach  to 
that  particular  patient,  e.g.  utilizing 
the  patient’s  everyday  patterns  of  be¬ 
havior  to  help  bring  him  to  some  bet¬ 
ter  understanding  of  how  he  is  do¬ 
ing,  or  not  doing,  certain  things — 
because  of  dependency  needs,  etc. 

For  this  reason  careful  selection  of 


Hospital’ 


personnel  has  been  necessary.  Every 
effort  has  been  made  to  select  per¬ 
sonnel  who  are  not  handicapped  by 
personal,  openly  hostile  or  ambiva¬ 
lent  feelings  regarding  alcoholism. 
The  selection  of  personnel  who  can 
view  each  day  as  a  challenge  in 
learning  to  understand  the  alcoholic 
and  his  problems  and  utilize  that 
learning  in  all  contacts  with  the  pa¬ 
tient  has  been  the  mainstay  of  this 
approach. 

The  Broughton  Hospital  Alcoholic 
Unit  operates  on  the  premise  that 
alcoholism  is  not  a  disease  entity  in 
itself,  but  is  rather  the  manifestation 
of  specific  psychological,  sociological, 
and  perhaps  biochemical,  maladapta- 
tions  on  the  part  of  the  patient.  What 
is  seen  as  alcoholism,  then,  is  actual¬ 
ly  a  “self-medication”  on  the  part 
of  the  patient  in  his  attempt  to  ad¬ 
just  to  his  internal  and  external  con¬ 
flicts — conflicts  which  he  has  not 
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been  able  to  adjust  to  in  a  more  ma¬ 
ture  manner. 

With  this  as  the  premise  around 
which  the  treatment  approach  re¬ 
volves,  close  communication  and  lia¬ 
ison  with  local  community  agencies 
is  constantly  sought.  Every  effort  is 
made  to  help  educate  and  involve 
not  only  the  alcoholic’s  family,  but 
also  the  general  public,  public  health 
workers,  local  physicians,  social  serv¬ 
ice  agencies,  ministers,  A.  A.  groups 
and  mental  health  facilities. 

Our  operating  philosophy  is  to  of¬ 
fer  the  best  possible  help  for  the 
alcoholic  patient,  but  only  the  kind 


of  admission,  chronically  intoxicated, 
experiencing  delirium  tremens  or  im¬ 
pending  delirium  tremens,  having 
acute  hallucinosis,  and/or  acutely  or 
seriously  ill.  This  means  that  we  op¬ 
erate  a  very  active  admissions  ward 
with  a  rapid  turnover,  an  acute  hos¬ 
pital  ward,  and  active  treatment 
and  rehabilitation  service. 

The  scheduling  of  admissions  to 
the  alcoholic  unit  is  handled  by  the 
admissions  officer  of  Broughton  Hos¬ 
pital.  He  sets  a  date  and  time  for  ad¬ 
mission  and  this  procedure  does  not 
differ  from  the  one  used  for  regular 
mental  admissions.  There  are  four 
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of  help  that  may  enable  him  to  bet¬ 
ter  help  himself.  We  feel  that  this  is 
the  only  philosophy  that  can  offer 
the  patient  a  nucleus  for  better  fu¬ 
ture  adjustment  to  dependency-inde¬ 
pendency  conflicts.  Physical  re¬ 
straints  are  never  used  nor  do  we 
feel  they  are  ever  justified. 

The  unit  has  seventy-eight  beds  for 
the  treatment  of  male  and  female 
inebriates.  There  are  60  male  beds 
housed  in  a  separate  building  and  18 
female  beds  on  Ward  202  of  the  gen¬ 
eral  hospital  area. 

Its  personnel  consists  of  one  full¬ 
time  physician-director,  one  clinical 
social  worker,  one  registered  full¬ 
time  nurse  on  each  of  the  three 
shifts  and  psychiatric  aides  on  all 
three  shifts. 

This  patient-personnel  ratio  is 
deemed  necessary  because  some  25 
to  30  per  cent  of  our  new  admissions 
are  acutely  intoxicated  at  the  time 


types  of  admissions:  medical  certifi¬ 
cation,  involuntary  or  commitment, 
voluntary  and  emergency. 

The  patient  is  brought  to  the  ad¬ 
mitting  office  upon  admission.  He  is 
duly  processed  and  then  “checked  in” 
by  two  attendants  from  the  alcoholic 
unit.  After  the  initial  intake  is  com¬ 
pleted,  the  patient  is  taken  to  the 
unit. 

A  100  per  cent  admission  service 
is  offered  for  all  admissions.  The 
service  includes  an  interview  with 
the  relative  accompanying  the  pa¬ 
tient.  While  the  patient  is  being  pre¬ 
pared  for  the  ward,  the  social  work¬ 
er  talks  with  his  relative  for  the 
purpose  of  securing  social  history 
information.  A  comprehensive  social 
service  questionnaire  is  used  as  a 
guide  for  securing  information.  It 
covers  almost  all  the  phases  of  the 
patient’s  life,  from  birth  until  the 
present  time.  This  gives  the  social 
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worker  the  opportunity  to  let  the 
relative  discuss  the  patient  and  in  so 
doing,  enables  him  to  better  evaluate 
the  validity  of  the  information  be¬ 
ing  received.  Following  the  comple¬ 
tion  of  the  questionnaire,  the  rela¬ 
tives  are  asked  to  discuss  in  detail 
the  patient’s  particular  problem  and/ 
or  problems  as  they  see  them  and 
casework  services  are  offered  to  help 
them  better  understand  the  purpose 
of  the  patient’s  hospitalization;  it 
gives  them  the  opportunity  to  get 
first  hand  knowledge  of  the  proce¬ 
dures  involved  in  treating  the  pa¬ 
tient.  After  the  interview,  the  social 
worker  from  his  notes  on  the  discus¬ 
sion  dictates  a  summary  which  is 
typed  and  forwarded  to  the  physi¬ 
cian  for  use  in  setting  up  a  prescrib¬ 
ed  treatment  program  for  the  indi¬ 
vidual  patient.  Close  liaision  provides 
for  quicker  communication  in  special 
circumstances. 

If  a  patient  comes  to  the  hospital 
unaccompanied  by  a  relative,  a  letter 
and  social  history  questionnaire  are 
sent  to  the  next  of  kin  in  an  effort 
to  better  serve  the  patient  and  his 
family. 

Another  very  vital  part  of  the  ad¬ 
mission  service  is  the  follow-up  visit 
with  the  newly  admitted  patient  by 
the  social  worker.  The  main  purpose 
of  this  visit  is  to  meet  the  patient 
more  formally  and  to  assist  him  fur¬ 
ther  with  his  admission  to  the  hos¬ 
pital  and  the  adjustments  that  this 
requires. 

Once  the  patient  has  been  taken  to 
the  unit,  he  is  seen  by  the  doctor 
who  completes  the  physical  examina¬ 
tion  which  becomes  a  part  of  the 
patient’s  permanent  record.  As  a  part 
of  the  complete  physical  examina¬ 
tion,  the  patient  is  scheduled — usual¬ 
ly  during  his  first  days  in  the  hos¬ 
pital — for  X-ray,  laboratory  and  den¬ 
tal  examinations. 

After  the  patient  has  been  hos- 
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pitalized  for  a  period  of  time  felt  to 
be  sufficient  for  receiving  maximum 
benefits  from  his  hospitalization,  he 
is  scheduled  for  the  disposition  con¬ 
ference.  If  the  patient  is  considered 
ready  for  release,  a  date  is  set  for  his 
discharge  and  a  letter  sent  to  his  re¬ 
sponsible  relative  informing  him  of 
the  staff’s  decision. 

It  is  felt  that  group  psychotherapy 
is  essentially  the  only  structured  psy¬ 
chotherapy  of  benefit  to  the  alcoholic 
patient.  Our  program  includes  group 
psychotherapy  sessions  which  are 
conducted  by  the  clinical  social  work¬ 
er  each  Monday  through  Thursday. 

The  group  psychotherapy  sessions 
begin  with  the  Orientation  Group  on 
Monday  which  consists  of  all  the 
newly  admitted  patients.  This  session 
is  designed  to  help  the  patients  with 
their  admission  to  the  hospital,  to 
help  them  better  understand  the 
policies  and  procedures  of  the  hos¬ 
pital,  to  explain  the  types  of  admis¬ 
sion,  and  to  offer  them  the  opportuni¬ 
ty  to  ventilate  their  feelings  regard¬ 
ing  the  admission. 

The  Tuesday  Group  is  designed  to 
help  the  patient  better  understand 
the  nature  of  his  problem.  Discus¬ 
sions  are  held  around  such  topics  as 
the  steps  leading  to  alcoholism  and 
the  acutely  inebriated  person.  Partici¬ 
pation  in  this  particular  session  helps 
the  patient  to  begin  to  discuss  al¬ 
coholism  and  to  begin  to  include 
himself  in  the  group.  This  is  basical¬ 
ly  the  first  step  in  leading  the  pa¬ 
tient  to  take  a  look  at  himself  and 
to  think  more  concretely  about  his 
own  individual  problems  and  how 
they  relate  to  his  total  life  adjust¬ 
ment. 

The  Wednesday  Group  continues 
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group  psychotherapy  sessions  each  Monday  through  Thursday. 


with  the  discussion  of  alcoholism  and 
begins  to  lead  the  patient  further 
into  the  objectives  of,  and  what  he 
can  expect  to  result  from,  his  hos¬ 
pitalization.  This  session  is  also 
utilized  to  allow  other  disciplines  of 
the  hospital — such  as  the  recreation 
therapist,  occupational  therapist,  vo¬ 
cational  rehabilitation  representative 
— which  have  dealings  with  the  al¬ 
coholics  during  their  hospitalization 
to  discuss  their  services  and  the 
part  they  play  in  the  overall  treat¬ 
ment  program.  Among  them,  are  the 
student  nurses’  affiliation  with  the 
unit  and  the  physician’s  session  on 
the  “Effects  of  Alcohol  on  the  Body.” 

The  Thursday  Group  is  designed  to 
help  the  patient  begin  to  think  in 
terms  of  his  release  from  the  hospi¬ 
tal  and  to  help  him  arrive  at  more 
realistic  goals  and  means  of  coping 
with  reality  problems.  At  this  point 
in  the  patient’s  hospitalization  he  is 
thinking  in  terms  of  what  he  is  go¬ 
ing  to  do  upon  his  return  to  the 
community,  his  family,  his  job,  etc. 
In  this  group,  we  have  open  discus¬ 
sions,  role  playing,  guest  speakers, 
movies,  etc.  The  patient  in  this  ses¬ 
sion  also  receives  his  orientation  to 
the  various  community  agencies 
which  are  set  up  for  the  purpose  of 
offering  aftercare  help  to  the  return¬ 
ing  patient. 

Alcoholics  Anonymous  meetings 
are  conducted  twice  weekly  at  our 
hospital  and  all  patients  are  expected 
to  attend  each  Tuesday  night  and 
Sunday  afternoon.  They  are  set  up 
as  a  part  of  the  patient’s  treatment 
program  and  are  the  one  phase 
whereby  the  patients  are  able  to 
participate  in  the  program  without 
members  of  the  medical  staff  being 


present.  This  A.A.  program  was 
worked  out  through  the  local  groups 
shortly  after  the  opening  of  the  al¬ 
coholic  unit  and  has  come  to  in¬ 
volve  A.A.  members  from  groups  in 
a  number  of  surrounding  communi¬ 
ties,  including  Charlotte,  Gastonia, 
Hickory,  Lenoir,  Marion,  Asheville, 
North  Wilkesboro,  Rutherfordton 
and  others. 

The  patient  who  has  a  problem 
that  needs  individual  consideration 
is  seen  privately  by  either  the  doctor 
or  the  social  worker  or  by  both. 
Oftentimes  these  problems  involve 
family  members  and,  if  so,  they  are 
invited  to  the  hospital  to  talk  with 
us.  Joint  interviews  are  frequently 
held. 

It  is  felt  that  industrial  therapy, 
or  some  work  assignment,  should  be 
a  part  of  the  patient’s  treatment  pro¬ 
gram.  As  a  general  rule,  alcoholics 
are  assigned  to  work  on  one  of  the 
senile  wards  and/or  on  a  yard  detail. 
Others  help  in  the  dietary  and  house¬ 
keeping  departments. 

Our  patients  do  attend  recreational 
therapy  daily  and  have  a  variety  of 
diversions  offered  to  them — such  as 
ball  playing  and  music — but  a  mini¬ 
mal  amount  of  occupational  therapy 
is  offered. 

Any  of  our  patients  who  can  bene-  ' 
fit  from  vocational  rehabilitation 
services  are  referred  to  that  service 
for  assistance  early  in  their  hospitali¬ 
zation. 

Our  patients  are  entitled  to  return 
to  this  hospital  on  an  outpatient 
basis  if  they  so  desire  and  this  op¬ 
portunity  is  offered  to  each.  We  also 
refer  some  of  our  patients  to  mental 
health  clinics,  councils  on  alcoholism 
and  other  community  services. 
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Difficult  Legal  Problem 

As  Solicitor  of  the  Davidson  Coun¬ 
ty  Recorder’s  Court,  we  have  many 
cases  of  drunkenness,  domestic  dif¬ 
ficulties,  assaults,  etc.  which  involve 
people  who  claim  to  be  alcoholics  or 
who  appear  to  be  alcoholics.  This  is 
a  most  difficult  legal  problem  to  deal 
with  and  I  would  appreciate  any 
literature  you  might  have  which  I 
could  use  to  secure  information  on 
the  nature  and  curability  of  alcohol¬ 
ism. 

Hubert  E.  Olive,  Jr. 

Lexington,  N.  C. 

Well- Traveled 

I  have  received  Inventory  for  ap¬ 
proximately  six  years  and  have  come 
to  think  about  it  as  an  old  friend. 
When  I’m  through  with  each  copy, 
I  loan  it  to  several  friends  in  the 
A.  A.  group  to  which  I  belong,  with 
strict  orders  that  it  be  returned. 
Then  I  send  it  to  a  dear  A.  A.  friend 
in  England  who,  I  understand,  passes 
it  around  his  small  A.  A.  group.  For¬ 
tunately  it  is  put  together  sturdily  to 
withstand  the  rigor  of  all  this  travel¬ 
ing. 

Thank  you  for  making  Inventory 
available.  It  is  of  inestimable  value 
to  many  of  us  in  A.A. 

Anonymous 
Greenwich,  Conn. 


Workshop  Material 

Concord  Presbytery  is  planning  a 
one-day  workshop  for  ministers,  phy¬ 
sicians,  nurses  and  other  related  pro¬ 
fessional  persons.  The  theme  for  the 
session  is  '‘The  Minister  and  the  Doc¬ 
tor  Working  Together.”  We  are  try¬ 
ing  to  secure  materials  that  will  be 
helpful  for  all  concerned,  who  seek 
to  minister  to  the  "whole  man.” 
Would  it  be  possible  to  secure  some 
back  copies  of  Inventory  (Vol.  15, 
No.  4)  and  any  other  material  that 
you  could  provide  that  would  be  of 
help  to  such  a  group? 

George  S.  Calhoun,  Minister 
Poplar  Tent  Presbyterian 
Church 

Concord,  N.  C. 

Sanford  A.  A.  Group 

I  would  like  to  request  25  copies 
of  each  printing  of  Inventory  to  be 
distributed  to  the  members  of  the 
Central  Carolina  A.  A.  Group  in  San¬ 
ford. 

I  find  Inventory  most  informative 
and  am  sure  that,  through  A.  A.,  it 
will  reach  many  families  who  have 
need  of  knowledge  of  alcoholism. 
Anonymous 
Sanford,  N.  C. 

Helpful  To  Program 

We  are  beginning  a  program  for 
alcoholic  patients  who  are  currently 
not  on  a  regular  alcoholic  ward  but 
who  are  on  a  tuberculosis  ward. 

In  looking  through  the  literature 
and  in  discussions  with  the  social 
workers  on  the  alcoholic  wards,  they 
recommended  your  magazine.  Inven¬ 
tory,  which  they  have  been  using 
successfully,  to  me. 

I  believe  the  topics  covered  in  In¬ 
ventory  will  be  very  helpful  to  our 
program. 

Abe  J.  Sass 

Psychiatric  Social  Worker 
NAPA  State  Hospital 
Imola,  Calif. 
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Imaginative  and  courageous  activities  in  the  areas  of 
the  control  and  prevention  of  alcoholism  and  other 
alcohol  problems  are  indicated  if  any  real  long- 
range  impact  on  alcoholism  rates  are  to  be  expected. 

COA\MUNITY  ACTION 


for  the 

CONTROL 

of 

ALCOHOLISM 

and 

ALCOHOL 

PROBLEMS 

By  WILLIAM  L.  HALES,  M:P.H. 

ASSOCIATE  DIRECTOR 
CHARLOTTE  COUNCIL  ON  ALCOHOLISM 
CHARLOTTE,  N.  C. 


IF  we  are  to  be  effective  in  develop¬ 
ing  community  action  for  the  con¬ 
trol  of  alcoholism  and  alcohol  prob¬ 
lems,  I  think  it  is  imperative  that  we 
explore  the  possibility  of  change  in 
cur  emphasis — which  in  itself  re¬ 
quires  community  action.  More  simp¬ 
ly,  I  do  not  believe  we  can  ever  ef¬ 
fectively  control  alcoholism  and  its 
related  problems  until  we  make  an 
honest  assessment  of  our  goals  and 
objectives  in  the  light  of  standard 
public  health  procedures. 

You  may  ask,  “Can  a  change  in 
emphasis  be  made?”  I  think  the  an¬ 
swer  is  yes  and  I  think  alcoholism 
programs  have  developed  to  the 
point  that  they  command  sufficient 
support  to  institute  such  changes. 

Basically,  there  must  be  a  shift 
from  our  concern  for  the  individual 
alcoholic  to  concern  for  all  alcoholics 
and  from  there  to  a  concern  with  the 
alcoholisms.  Too  much  of  the  em¬ 
phasis  on  alcoholism  and  alcohol  con¬ 
trol  programs  has  been  centered 
around  the  individual  and  not  around 
his  environment.  Our  primary  in¬ 
terest  must  be  redirected  to  the  total 
and  away  from  the  singular,  even 
though  the  singular  is  a  part  of  the 
totality.  This  is  not  to  infer  that  our 
efforts  to  treat  the  alcoholic  should 
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diminish.  Dr.  Seldon  D.  Bacon,  direc¬ 
tor  of  the  Rutgers  Center  of  Alcohol 
Studies,  in  his  keynote  address  to 
the  fourteenth  annual  meeting  of 
the  North  American  Association  of 
Alcoholism  Programs  in  1963  at  Mi¬ 
ami  Beach,  clearly  indicated  that  we 
are  going  deeper  and  deeper  in  the 
hole  with  our  present  emphasis.  He 
presented  facts  and  figures  to  demon¬ 
strate  that  from  1940  to  1960  we 
have  been  losing  ground,  even 
though  better  and  more  effective 
techniques  of  diagnosing  and  treating 
alcoholism  were  developed  during 
this  period.  Dramatic  proof,  to  me  at 
least,  that  alcoholics  are  being  cre¬ 
ated  faster  than  we  can  treat  them. 
The  necessity  for  a  change  was  fur¬ 
ther  pointed  out  by  Dr.  Edward  G. 
McGavran,  former  dean  of  the  School 
of  Public  Health  at  the  University 
of  North  Carolina,  when  he  stated: 
“There  is  no  evidence  that  control  or 
eradication  of  any  disease  has  been 
accomplished  by  the  approach;  pro¬ 
cedures,  techniques  and  activities  di¬ 
rected  at  early  diagnosis  and  treat¬ 
ment  of  disease  in  individuals.” 

If  we  are  to  develop  community  ac¬ 
tion  programs,  then  first  we  must  be 
aware  of  certain  facts.  While  interest 
in  alcoholism  is  far  greater  than  it 
was  twenty  years  ago,  it  can  be 
questioned  whether  or  not  there  is 
sufficiently  rapid  expansion  and 
growth  of  programs  and  public  in¬ 
terest  in  this  area.  Concern  about 
alcoholism  and  support  for  efforts  to 
cope  with  it  still  are  at  a  beginning 
level  in  most  parts  of  this  country. 
We  do  not  see  the  broad  public  and 
professional  interest  and  activity  that 
characterizes  other  health  areas.  Al¬ 
coholism  today  holds  the  devious 
distinction  of  being  the  fourth  major 
public  health  problem  in  this  coun¬ 
try,  and  has  social  implications  that 
adversely  affect  nearly  every  facet 
of  our  society.  Yet,  there  are,  unfor- 
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tunately,  altogether  too  many  of  our 
people  (even  some  in  high  positions) 
who  are  seemingly  blind  to  the  prob¬ 
lem. 

Recognizing  these  facts,  then 
where  do  we  begin?  We  begin  by 
realizing  there  are  three  things  about 
every  community  that  indicate  it  can 
do  something  about  alcoholism. 

1.  The  community  has  persons  who 
suffer  from  alcoholism  in  it.  Their 
sickness  affects  the  family,  legal  and 
economic  life  of  the  community.  It 
costs  the  community  money,  compli¬ 
cates  its  machinery  for  law  enforce¬ 
ment  and  causes  it  untold  pains.  The 
community  reacts  by  either  accom¬ 
modating  itself  to  the  problem  by  in¬ 
cluding  it  in  what  is  accepted,  or 
by  acting  to  bring  about  a  correc¬ 
tion.  It  would  seem  obvious  that  no 
community  would  accept  the  destruc¬ 
tion  of  alcoholism  as  normal. 

2.  The  community  has  resources  to 
help  these  persons.  To  quote  from 
the  film  To  Your  Health:  “There  are 
doctors  and  nurses  who  understand 
his  illness  and  can  help  him  .  .  . 
there  are  persons  whose  understand¬ 
ing  comes  from  experience.  Alco¬ 
holics  Anonymous.”  There  are,  of 
course,  religious  and  other  groups 
who  can  help  him  and  his  family 
deal  intelligently  with  the  problem. 

3.  The  community  has  “teachers” 
and  the  means  of  communication  nec¬ 
essary  to  educate  itself  about  alco¬ 
holism  and  persons  to  lead  it  in  ap¬ 
propriate  action.  The  leaders  have  ac¬ 
cess  to  members  of  the  community 
through  accepted  ways  of  expressing 
ideas,  molding  public  opinion,  and 
getting  across  relevant  facts. 

You  may  ask,  “How  do  these  three 
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factors  relate  to  community  action  in 
handling  the  problems  of  alcohol¬ 
ism?”  The  answer  will  depend  on 
whether  community  action  means: 
(1)  someone  acting  upon  the  com¬ 
munity  to  achieve  the  desired  results 
of  providing  treatment,  education, 
change  of  attitude,  motivation  to 
treatment  and  prevention  or  (2)  the 
community  itself  acting  to  bring 
about  these  objectives.  The  second 
should  provide  the  most  permanent 
results  since  it  secures  continuing 
participation  with  the  least  amount 
of  external  manipulation  and  super¬ 
vision.  This  is  not  to  preclude  outside 
stimulation  in  the  initial  efforts. 

Now  to  the  heart  of  the  matter. 
How  does  a  community  start?  Where 
does  it  begin?  It  begins,  or  takes  its 
first  organizational  step,  when  one 
intelligently  concerned  person  sits 
down  with  a  few  others  and  begins 
to  examine  the  implications  of  alco¬ 
holism  and  related  problems  and  to 
plot  some  strategy — strategy  tailored 
to  the  needs  of  their  particular  com¬ 
munity — for  dealing  with  it.  They 
study  the  ways  in  which  the  prob¬ 
lem  affects  their  local  situation.  They 
get  consultation  from  those  who  can 
help  evaluate  their  need.  They  de¬ 
velop  a  program  of  action.  They  be¬ 
gin  to,  and  this  is  most  important, 
talk  the  same  language  which  should 
include: 

1.  Alcoholism  is  an  illness.  This 
gives  the  community  a  more  prom¬ 
ising  approach  to  the  problem. 

2.  The  person  suffering  from  the 
illness  can  be  helped  and  is  worthy 
of  help.  Being  an  illness  that  can  be 
diagnosed  and  successfully  treated 
helps  alleviate  the  stigma  of  “moral 


disgrace”  associated  with  alcoholism. 
It  also  allows  a  community  to  replace 
with  hope  its  feeling  of  despair  about 
the  patient  who  never  seems  to  re¬ 
spond  to  the  wrong  treatment. 

3.  Alcoholism  is  a  public  problem 
and  a  public  responsibility.  This 
places  alcoholism  in  its  proper  per¬ 
spective  and  becomes  a  matter  of 
urgent  action  to  contain  its  destruc¬ 
tiveness  and  save  society  as  well  as 
the  individual  from  its  devastation. 
That  it  is  the  nation’s  number  four 
health  problem  raises  it  from  the 
category  of  an  occasional  accident  to 
a  spreading  malignant  cancer  of  the 
body  politic. 

4.  The  controversial  questions  of 
social  drinking  versus  abstinence, 
moderation  versus  drunkenness,  and 
legal  liquor  sales  versus  prohibition 
are  simply  not  apropos  if  alcoholism 
is  the  illness  we  have  said  it  to  be 
and  responds  to  treatment  known  to 
be  effective. 

With  these  basic  concepts,  then, 
the  organized  community  efforts  be¬ 
gin  to  ask  other  persons  and  organi¬ 
zations  to  do  something  about  alco¬ 
holism,  to  do  more  of  the  right 
things,  to  do  the  things  that  have 
some  promise  of  success.  The  spouse, 
the  family,  the  minister,  the  church, 
the  teacher,  the  doctor,  the  hospital 
administrator,  the  social  worker,  the 
law  enforcement  officer,  the  wet,  the 
dry,  the  judge,  the  employer,  etc — all 
can  do  something  about  the  problem 
v/ithin  their  own  range  of  activities. 

At  this  point  may  I  add  that  the 
most  frustration  I  have  experienced 
in  my  eight  years  in  the  field  has 
not  come  from  the  person  with  alco¬ 
holism  mor  from  his  family.  It  has 
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come  from  professional  persons  in 
positions  of  authority  who  refuse  to 
accept  any  responsibility  in  this 
field.  This  might  well  be  classified 
as  “moral  irresponsibiliy.” 

With  what  we  have  previously  dis¬ 
cussed  one  might  say  that  communi¬ 
ty  action  properly  begins  with  self- 
education  of  the  group  that  has 
chosen  to  become  involved  with  the 
problems  of  alcoholism  and  that  com¬ 
munity  action  properly  develops 
from  the  interest  of  those  involved 
and  is  a  combination  of  an  under¬ 
standing  of  alcoholism,  a  recognition 
of  the  local  problems,  and  a  proper 
use  of  community  educational  and 
treatment  resources  by  concerned,  in¬ 
formed  leadership  engaged  in  action 
which  they  have  chosen  for  them¬ 
selves. 

In  conclusion  I  have  attempted  to 
point  out  that  community  action  for 
the  control  of  alcoholism  and  alcohol 
problems  involves  some  basic  con¬ 
cepts  of  community  organization  that 
have  proven  effective  and  to  illustrate 
the  necessity  of  a  re-emphasis  in  alco¬ 
holism  programming.  Specialized  al¬ 
coholism  treatment  facilities  cannot 
be  expected  to  have  any  real  long- 
range  impact  on  rates  of  alcoholism. 
There  must  be  imaginative  and  cour¬ 
ageous  activities  in  relation  to  the 
control  and  prevention  of  alcoholism 
and  other  alcohol  problems.  A  start 
in  this  direction  could  be  something 
seemingly  insignificant,  like  vocabu¬ 
lary.  What  would  the  impact  in  this 
area  of  mental  health  be  if  all  per¬ 
sons  involved  would  begin  to  use 
such  terminology  as  intoxicated  rath¬ 
er  than  drunk?  Inebriate  in  the  place 
of  drunkard?  Under  the  influence  in¬ 
stead  of  drunkenness?  That  a  person 
suffers  from  alcoholism  rather  than 
a  person  is  an  alcoholic?  I  am  not 
sure  what  effect  there  might  be  but 
I  am  sure  that  it  would  be  a  giant 
step  in  the  right  direction. 


COMMUNITY  RESPONSIBILITY 

CONTINUED  FROM  PAGE  11 

most  difficult  to  secure  while  crim¬ 
inal  commitment  is  so  flagrantly  dis¬ 
pensed  in  an  attempt  to  curb  the 
deviate  or  antisocial  activity  of  the 
alcoholic  and  chronic  police  case 
inebriate  for  simple  intoxication  in 
itself. 

In  summation,  it  might  be  stated 
that  there  have  been  three  artificial 
divisions  in  the  field  of  health  which 
contribute  to  the  lack  of  effective  al¬ 
coholic  rehabilitation.  Cities  build 
hospitals  but  are  not  responsible  for 
public  health.  Counties  establish  pub¬ 
lic  health  departments  but  do  not  as¬ 
sume  responsibility  for  overall  men¬ 
tal  health  education  and  treatment. 
The  State  today  is  largely  responsible 
for  mental  health  treatment  and  re¬ 
habilitation,  yet  due  to  the  magni¬ 
tude  of  the  alcoholism  problem  can¬ 
not  provide  treatment  for  more  than 
5  to  10  per  cent  of  those  who  need 
interruptive  inpatient  treatment. 
This  treatment  is  largely  wasted  for 
lack  of  follow  up  on  a  local  level. 

Despite  these  overall  handicaps, 
the  proper  cooperation  of  the  com¬ 
munity  resources  and  the  state  hos¬ 
pital  system  could  achieve  a  far  more 
effective  treatment  program  for  the 
family  and  the  alcoholic.  There  is 
no  chance  that  such  a  program  will 
occur  in  the  foreseable  future  as  a 
result  of  the  cooperative  efforts  of 
the  private  practice  of  medicine.  If 
it  does  occur  it  will  be  through  the 
cooperative  efforts  of  local,  private 
and  public  agencies  working  in  con¬ 
cert  with  the  cooperative  support  of 
the  state  hospitals  acting  as  an  ex¬ 
tension  of  local  services  or  providing 
services  which  are  not  otherwise 
available. 

In  one  sentence:  Alcoholism  reha¬ 
bilitation  is  a  responsibility  of  the 
community,  too,  not  the  state  alone. 
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ARTICLES  AND  FEATURES  OF  INTEREST  ON  ALCOHOL  AND  ALCOHOLISM 


Only  significant  social  bonds  within  the  small  groups  of  our  so- 
iety  are  capable  of  providing  the  stability  that  individuals  need, 
whether  this  comes  from  family,  friends,  church,  work  or  others. 

The  Group  Context  of 
an  Individual  Problem 

By  WALTER  J.  CARTWRIGHT,  Ph.D. 


Americans  are  felt  to  have  a 
penchant  for  measuring  the  im¬ 
portance  of  nearly  anything  by  its 
cost.  If  the  price  tag  is  high,  it  is 
either  outstanding  or  terrible!  Such 
a  measurement  lists  alcoholism  as 
the  number  three  or  number  four 
health  problem  of  the  nation.  It  is, 
in  addition,  a  focus  of  current  atten¬ 
tion  because  of  its  association  with 
other  social  problems. 

...  In  terms  of  its  consequences — 
poverty,  unemployment,  homeless¬ 
ness,  divorce,  automobile  acci¬ 
dents,  and  physical  disorders — the 
excessive  use  of  alcohol  is  one  of 
the  major  concerns  and  problems 
of  Western  Society.^ 

It  has  been  estimated  that  the  an¬ 
nual  losses  sustained  from  the  use 
of  alcohol  in  the  United  States  is  at 
least  $765,000,000  in  lost  wages,  crime, 
accidents,  hospital  and  medical  care, 
and  maintenance  of  drunken  persons 
in  local  jails.2  Were  the  implications 
of  this  cost  merely  economic,  it  might 
be  argued  that  a  nation  as  wealthy 
as  the  United  States  could  afford  it. 
Added  to  such  economic  loss,  how- 


This  paper  was  the  closing  address  of  the 
Second  Annual  West  Texas  Conference  on 
Alcoholism,  sponsored  by  the  Texas  Com¬ 
mission  on  Alcoholism  in  cooperation  with 
the  Extension  Division  of  the  University  of 
Texas  and  Texas  Technological  College 
where  it  was  held  in  August  of  1965.  Its 
author,  Dr.  Cartwright,  is  an  associate 
professor  of  sociology  at  Texas  Tech¬ 
nological  College,  Lubbock,  Texas. 

ever,  as  Cole  and  Miller  state: 

Other  significant  losses  are  found 
in  the  waste  of  manpower,  in 
broken  homes,  highway  accidents 
and  deaths,  losses  of  ambition  and 
and  motivation,  and  the  tensions, 
heartaches,  and  disappointments 
that  follow  in  the  trail  of  exces¬ 
sive  use  of  alcoholic  beverages.^ 
No  further  effort  will  be  made 
here  to  tabulate  such  items  statisical- 
ly.  It  is  necessary,  however,  for  us 
to  note  that  the  problem  constituted 
by  the  alcoholic  and  the  problems 
faced  by  the  alcoholic  as  an  individ¬ 
ual  are  interwoven  with  such  areas 
of  social  concern  as  mental  health, 
the  family,  the  industrial  order,  and 
crimes  against  persons  and  property. 
In  the  nine  terms  in  which  the 
author  has  taught  a  course  in  Social 
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Problems  at  Texas  Technological  Col¬ 
lege,  the  most  frustrating  experience 
for  college  sophomores  has  been  the 
ultimate  inability  to  separate  these 
problems  and  deal  with  them  one  at 
a  time.  The  multi-problem  family  and 
the  multi-problem  individual  are  re¬ 
alities  difficult  to  evade.  It  is  pos¬ 
sible,  instead,  to  examine  the  rela¬ 
tionship  of  alcoholism  to  other  social 
problems  in  terms  of  the  sociological 
concepts  of  (1)  role  impairment,  (2) 
culture,  and  (3)  social  control. 

Role  Impairment.  For  the  sociol¬ 
ogist  the  term  role  includes  the  be¬ 
havior  expected  of  an  individual  as 
an  occupant  of  a  particular  position 
in  society.  Although  able  to  perform 
the  expected  role  under  normal  con¬ 
ditions,  the  individual  may  not,  be¬ 
cause  of  alcohol,  be  able  to  do  so.  An 
obvious  reference  to  such  role  im¬ 
pairment  is  contained  in  the  warn¬ 
ing  posted  on  Texas  Highways  by  the 
State  Highway  Department:  ‘Tf  you 
drink,  don’t  drive.”  Although  a  per¬ 
son  might  carry  in  his  pocket  an  of¬ 
ficial  license  to  indicate  he  has  the 
motor  skills  and  other  qualifications 
to  function  as  a  driver  of  a  motor 
vehicle  on  the  public  roads,  even 
moderate  drinking  will  lessen  his 
ability  to  perform  this  role  in  a  safe 
manner. 

While  motor  impairment  is  most 
obvious  in  the  individual  who  is 
charged  with  ''Driving  While  Intoxi¬ 
cated”  (DWI),  "role  impairment  of 
many  kinds  may  result  .  .  .  from  .  .  . 
drinking  and  certainly  from  alcohol- 
ism.”4  The  high  degree  of  skill  de¬ 
manded  in  modern  industrial  occupa¬ 
tions  is  vulnerable  under  alcoholic 
excesses.  Even  more,  however,  mod¬ 
ern  factories  need  a  dependable  la¬ 
bor  supply.  Absenteeism  and  fre¬ 
quent  changes  of  jobs  are  problems 
to  factory  discipline  and  of  no  little 
economic  consequence  to  the  indus¬ 
try  and  society.  In  the  words  of 


Charles  A.  Beard:  "Grass  may  grow 
and  sheep  may  graze  if  the  peasant 
lies  drunk  under  the  hedge  occasion¬ 
ally,  but  the  wheels  of  mils  cannot 
turn  steadily  if  boiler  stokers  must 
have  frequent  debauches. ”5 

Certainly  jobs  can  be  and  frequent¬ 
ly  are  lost  because  of  alcoholism,  but 
it  is  not  implied  that  this  connection 
between  alcoholism  and  the  job  is 
a  one-way  relationship.  Rather  the 
kind  of  work  known  by  most  Ameri¬ 
cans  is  carried  on  amid  frustrating 
and  tension-creating  circumstances 
which  may  be  becoming  more  rather 
than  less  acute. 

Men  are  typically  alienated  from 
their  work,  bored  with  too  much 
leisure,  discouraged  by  too  little, 
unhappy  for  many  reasons  in  their 
man-woman  worlds,  collectively 
fearful  of  the  possibility  of  nuclear 
holocaust,  and  in  surprising  num¬ 
bers  are  in  manifest  degree  men¬ 
tally  ill.  The  temporary  escape 
through  alcohol  is  to  many  people 
a  more  or  less  ^rational’  way  of 
‘learning  to  liv^  with  it  all.’  Thus 
the  'social  drinker’  is  born.® 

Gains  Greatest  Reward 

The  potential  alcoholic  is  the  indi¬ 
vidual  who  gains  the  greatest  reward 
from  this  experience  of  escape.  A 
circularity  arises  in  the  relationship 
between  the  job  and  alcoholism  that 
may  be  illustrated  in  the  following 
sequence:  Frustrations  on  the  job 
may  cause  a  man  to  seek  relaxation 
and  forgetfulness  in  alcoholic  indul¬ 
gence.  If  continued  long  enough  or 
often  enough  (as  in  a  case  of  true 
alcoholism),  this  can  lead  to  the  loss 
of  a  job.  Unfortunately  this  change 
does  not  eliminate  economic  frustra¬ 
tions,  nor  does  a  bad  job  record  pro¬ 
duce  good  recommendations  for  an¬ 
other  job.  In  the  face  of  this  new 
blow  the  alcoholic  is  able  to  turn 
again  to  excessive  drinking  for  so- 
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lace,  frequently  not  hesitating  to  de¬ 
prive  himself  or  his  family  of  food 
in  order  to  provide  a  supply  of 
drink.  The  circularity  of  these  inter¬ 
relationships  is  not  an  issue  at  this 
point;  rather  stress  is  placed  upon 
the  contribution  that  alcoholism 
makes  to  other  social  problems 

t 

through  impairment  of  the  individ¬ 
ual’s  ability  to  perform  acceptably 
a  role  expected  of  him.  ‘‘Whereas  he 
may  have  increased  his  drinking  in 
order  to  feel  more  adequate  in  a 
difficult  job,  he  reaches  the  point 
where  he  cannot  hold  any  job  at 
all.”7 

Even  when  allowance  is  made  for 
the  same  circularity  of  causation, 
role  impairment  associated  with  al¬ 
coholism  is  a  factor  in  the  problems 
of  the  family,  namely  family  unhap¬ 
piness,  friction,  and  finally  divorce. 
(It  is  sometimes  asked:  does  a  man 
drink  to  escape  a  nagging  wife  or 
does  the  wife  nag  because  of  a  drink¬ 
ing  husband?  Who  knows?  Clearly, 
the  two  problems  exist  together.) 
The  children  of  such  a  “broken 
home,  whether  or  not  it  is  defined  as 
such  by  a  formal  divorce,  will  have 
a  higher  than  average  association 
with  juvenile  delinquency.^  (This  is 
an  empirical  relationship  which  may 
or  may  not  have  causal  significance. 
Once  again,  the  problems  exist  to¬ 
gether.)  And  of  course,  a  sizable  pro¬ 
portion  of  crime  and  juvenile  offens¬ 
es  are  committed  by  persons  who 
are  “under  the  influence.” 

Culture.  The  performance  of  the 
individual  role,  however,  must  be 
viewed  from  the  perspective  of  the 
general  culture  within  which  it  is 
performed.  Variability  of  the  rates  of 
alcoholism  among  separate  nationali¬ 
ties  and  diverse  ethnic  groups  have 
been  frequently  noted;  attempts  to 
explain  these  variations  on  the  basis 
of  biological  (or  racial)  differences 
have  failed.  For  example,  it  was 


pointed  out  long  ago  that  alcoholism 
rates  are  75  times  as  high  among 
the  Irish-Americans  as  among  the 
Jewish-Americans.9  The  Jewish  immi¬ 
grants  to  the  United  States  were  such 
a  heterogeneous  people  that  there 
is  no  bio-racial  basis  for  crediting 
them  with  immunity  from  alcohol¬ 
ism. lo 

Clues  to  the  reasons  for  this  ex¬ 
treme  variability  can  be  found  in 
the  way  in  which  the  drinking  pat¬ 
terns  fit  into  the  overall  culture 
patterns.  When  drinking  is  associ¬ 
ated  with  manliness  and  virility — 
as  among  the  Irish,  the  French, 
and  even  in  the  United  States — 
alcoholism  appears  to  be  com¬ 
mon. n 

If  long  drinking  bouts  are  socially 
admired  and  it  is  a  sign  of  prowess 
to  “drink  others  under  the  table,”  a 
high  rate  of  alcoholism  is  to  be  ex¬ 
pected.  If,  however,  drinking  is 
frowned  upon  except  at  meals  or  on 
highly  ritualized  occasions,  alcohol¬ 
ism  is  much  less.  The  comparison  of 
France  and  Italy  is  instructive  at 
this  point.  Despite  almost  universal 
drinking  in  both  couiitries,  alcohol¬ 
ism  is  extremely  high  in  France  and 
very  low  in  Italy. 12  Wine  is  a  part  of 
the  pattern  of  meals  among  the  Ital¬ 
ians  who  do  not  drink  often  apart 
from  meals.  It  is  the  pattern  of  free¬ 
ly  partaking  of  drink  throughout  the 
day  separate  from  meals  which  pro¬ 
duces  the  alcoholism  of  the  French. 

Some  of  the  most  interesting  re¬ 
cent  studies  of  alcoholism  have  been 
attempts  to  make  cross-cultural  stud¬ 
ies  from  the  perspective  of  anthro¬ 
pological  investigations. 13  One  such 
study  of  the  place  of  alcohol  in  pri¬ 
mitive  societies  takes  the  position 
that  the  primary  function  of  alcohol 
is  the  reduction  of  anxiety.  When, 
however,  excessive  drinking  reduces 
social  order  along  with  anxiety,  the 
society  attempts  to  control  the  relax- 
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ation  of  social  standards  by  punish¬ 
ments  for  alcoholic  excesses.  The 
use  of  materials  from  the  Cross-Cul¬ 
tural  Survey  at  Yale  University  in¬ 
dicates  variable  patterns  ranging 
from  general  drunkenness  to  general 
abstinence.  Elements  in  the  culture 
independent  of  alcohol  determines 
what  the  response  to  alcohol  will 
be.i4  One  verified  theorem  in  the 
study  indicates  that  the  more  primi¬ 
tive  the  subsistence  economy,  the 
greater  will  be  the  degree  of  inso¬ 
briety  permitted.  Beard’s  peasant  su¬ 
pervising  grazing  animals  is  not 
greatly  handicapped  by  his  drunken¬ 
ness.  Insobriety  in  a  modern  indus¬ 
trial  society  is  particularly  inappro¬ 
priate  at  this  point. 

Earlier,  comment  was  made  of  the 
difference  between  the  rates  of  alco¬ 
holism  for  Irish  and  Jewish  popu¬ 
lations  in  America,  a  point  that  has 
been  frequently  recognized  in  the 
literature  on  alcoholism.  While  the 
proportion  of  total  abstainers  is  low¬ 
est  among  Jews  of  all  major  groups 
in  the  United  States,  so  also  is  the 
alcoholism  rate.  Among  the  Jewish 
devout,  “the  cultural  tradition  locates 
the  act  of  drinking  squarely  in  the 
network  of  sacred  ideas,  sentiments, 
and  activities.  The  act  of  drinking  is 
primarily  of  an  expressive,  communi¬ 
cative,  and  religiously  symbolic  char- 
acter.”i5  gy  voicing  a  prayer  or  bene¬ 
diction  before  each  glass,  the  Ortho¬ 
dox  Jew  makes  his  drinking  a  part 
of  the  fabric  of  worship. 

Along  with  this  symbolic  use  of 
drinking  there  is  a  strong  negative 
evaluation  of  drunkenness  as  an  out¬ 
group  characteristic.  The  author 
quoted  above  cites  in  another  placei® 
a  Yiddish  folksong  which  stigmatizes 
the  drunkard  as  totally  unacceptable 
and  un-Jewish.  It  should  be  clear 
that  the  rejection  of  drunkenness  as 
a  form  of  behavior  is  emphasized 
not  for  the  sake  of  current  drinkers 


but  for  the  children  of  the  day  in¬ 
cluding  the  very  youngest.  It  serves 
not  to  “nag”  the  drinker  but  to  in¬ 
doctrinate  the  young.  In  the  investi¬ 
gation  covered  by  the  study,i7  in¬ 
formants  termed  the  folksong,  “Shik- 
ker  iz  a  Goy”  (or  Drunken  is  a  Gen¬ 
tile),  a  lullaby  sung  by  Yiddish  moth¬ 
ers  to  a  young  child  in  her  arms  or 
in  a  cradle.  For  the  group  within 
which  one  is  warmly  received,  the 
song  builds  an  emotional  bond  while 
rejecting  the  unacceptable  behavior 
of  the  out-group.  Having  heard  the 
identification  of  sobriety  with  Jew¬ 
ishness  from  early  childhood  and 
pronouncing  a  prayer  or  benediction 
before  partaking  of  any  drink,  the 
devout  Jew  finds  it  almost  impos¬ 
sible  to  get  drunk.  His  worth  as  an 
individual  demands  sober  behavior. 

Contrast  the  above  with  the  Irish 
tradition  of  proving  manliness,  not 
by  sobriety,  but  by  excessive  drunk¬ 
enness  and  wild  behavior  in  the  pro¬ 
cess,  perhaps  using  a  shillelagh  free¬ 
ly  in  any  incidental  fighting.  The 
wide  difference  in  rates  of  alcohol¬ 
ism  that  has  been  often  noted  is  a 
logical  correlate  of  such  cultural  var¬ 
iation. 

Despite  a  proportion  of  abstainers 
in  America,  something  under  forty 
per  cent  but  varying  from  group  to 
group, 18  there  is  a  strong  identifica¬ 
tion  of  drinking  with  manliness,  wit¬ 
ness  the  fictional  cowboy  hero  or  the 
tough  private-eye  of  television  who 
can  toss  off  repeated  drinks  without 
hesitation  and  can  follow  it  up  with 
his  best  display  of  wit  and/or  physi¬ 
cal  prowess.  One  is  led  to  the  con¬ 
clusion  that  only  the  weakling  is 
overcome  by  this  and  that  a  “real 
man”  is  unaffected  by  excessive 
drinking,  an  unjustified  assumption 
at  best.  The  widespread  encourage¬ 
ment  toward  the  cocktail  hour  and 
the  custom  of  drinks  over  business 
appointments  are  said  to  make  the 
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traveling  salesman  “particularly 
prone  to  alcoholism, especially  as 
he  faces  frequent  loneliness  and  sep¬ 
aration  from  meaningful  primary  re¬ 
lationships.  With  such  availability  of 
alcohol  there  is  no  accompanying  tra¬ 
dition  of  sobriety  to  give  support  to 
the  salesman  far  from  home;  certain¬ 
ly  there  is  no  American  lullaby  to 
remind  him  of  the  superiority  of  so¬ 
briety.  Unfortunately,  the  wet-dry 
split  in  American  life  separates  the 
virtues  of  sobriety  and  a  friendly  cup 
so  far  from  one  another  that  they 
may  not  find  residence  in  the  same 
person.  “The  tolerance  in  this  coun¬ 
try  for  drunken  behavior  and  the 
social  pressure  for  drinking  are  per¬ 
haps  the  two  greatest  factors  which 
have  led  to  this  overemphasis  on 
drinking,”  states  Dr.  Marvin  A. 
Block^o  of  the  American  Medical  As¬ 
sociation’s  Committee  on  Alcoholism 
and  Addiction. 

The  Third  Factor 

Social  Control.  The  third  of  the  so¬ 
cial  factors  in  the  use  of  alcohol  may 
be  termed  social  control.  Acceptable 
behavior  in  any  population  is  not 
only  regulated  by  the  teaching  of 
patterns  of  proper  behavior  early  in 
the  experience  of  the  individual  but 
also  by  social  reinforcement  in  terms 
of  social  control  by  which  society 
regulates  the  behavior  of  its  mem¬ 
bers.  Any  weakening  of  the  ability 
of  society  to  so  regulate  its  mem¬ 
bers  will  indicate  a  rise  of  social 
problems  on  the  one  hand  and  the 
disintegration  of  society  on  the 
other.  The  eminent  French  socio¬ 
logist,  Emile  Durkeim,  wrote  a  clas¬ 
sic  study  of  this  basic  issue  in 
Suicide. He  noted  the  fact  of  varia¬ 
tion  in  rates  of  various  pathological 
conditions  and  asked  particularly 
why  suicide  rates  should  vary  so 
much  from  place  to  place.  After  rul¬ 
ing  out  the  relevance  of  race,  geo¬ 


graphy,  climate,  etc.  as  explanations, 
he  settled  upon  the  identification  of 
the  individual  in  his  group  as  the 
factor  which  restrained  the  individ¬ 
ual  from  tendencies  of  self-destruc¬ 
tion.  Whether  or  not  one  accepts  a 
Freudian  wish  for  destruction  (death 
wish),  it  is  evident  that  every  in¬ 
dividual  is  at  times  tired,  despairing, 
and  may  wonder  if  the  struggle  to  go 
on  is  worth  it  all.  At  these  moments 
any  normal  individual  in  his  despair 
may  easily  ask,  why  not  end  it  all? 
Only  strength  of  the  social  bonds 
restrains  him,  particularly  where 
there  are  people  depending  on  him. 
Hence  Durkeim  was  able  to  show 
that  suicide  rates  are  lower  among 
the  married  than  among  the  single, 
lower  in  rural  than  in  urban  areas, 
and  lower  in  highly  integrated  groups 
than  in  groups  with  less  mutual  de¬ 
dependence.  The  above  is  an  inade¬ 
quate  summary  of  the  Durkeimian 
argument  but  it  does  indicate  that 
suicide  is  basically  a  study  of  social 
cohesion  or  “the  tie  that  binds”  the 
individual  in  his  group. 

In  alcoholism,  a  similar  tendency 
toward  self-destruction  may  be 
seen.22  if  tensions  are  great  or  prob¬ 
lems  are  hard  to  face,  one  may  decide 
not  to  face  them.  The  euphoria  or 
anesthetic  quality  of  alcohol  for  a 
few  minutes  provides  the  escape. 
When  longer  escape  is  needed,  con¬ 
tinuing  intoxication  is  possible.  The 
inability  to  face  life  without  the 
morning  eyeopener  is  a  mark  of  the 
confirmed  alcoholic.  To  the  degree 
that  this  dependence  of  the  alcoholic 
is  continuous  he  has  achieved  the 
aim  of  the  suicide.  Like  the  suicide 
he  can  be  restrained  from  this  self- 
destruction  tendency  only  by  incorp¬ 
oration  within  a  meaningful  social 
experience.  It  should  not  be  said 
that  the  group  creates  either 
suicide23  or  alcoholism  but  rather 
that  weakness  in  this  social  bond 
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may  allow  either  to  develop.  Raab 
and  Selznick  speak  of  family  dis¬ 
organization  and  neighborhood  dis¬ 
organization  as  “specific  risk  condi- 
tions”24  or  as  places  where  one  may 
look  to  gain  understanding  of  any 
social  problem.  It  is  in  the  lessening 
of  the  social  bond  of  which  these  are 
but  two  specific  examples  that  the  in¬ 
cidence  of  social  problems  is  to  be 
found. 

Among  the  efforts  that  are  not  or¬ 
iented  toward  medical,  chemical,  or 
psychiatric  treatment  are  the  most 
important  programs  for  helping  the 
alcoholic  make  use  of  the  social 
bonds.  The  work  of  Alcoholics 
Anonymous  enables  a  man  with  a 
problem  to  find  a  place  in  a  new 
group  where  he  is  understood  and 
accepted  with  both  his  weaknesses 
and  his  strengths.  This  mutual  help¬ 
fulness  is,  of  course,  the  work  of 
amateurs  that  suffers  if  judged  by* 
professional  standards;  yet  it  has 
been  said  that  the  rate  of  success  of 
the  program  “is  spectacularly  higher 
than  has  been  achieved  by  any  other 

means. ”25 

Further  recognition  of  the  impor¬ 
tance  of  group  relationships  is  to  be 
seen  in  all  the  forms  of  counseling 
which  recognize  the  need  for  counsel 
on  the  part  of  the  family  as  well  as 
the  alcoholic.  Community  services 
are  increasingly  being  termed  “fami¬ 
ly  services”  because  of  the  need  to 
treat  more  than  the  one  “sick”  per¬ 
son.  The  recognition  of  churches  of 
the  need  to  become  a  “redemptive 
fellowship”  makes  use  of  the  group 
bonds  of  understanding  and  accept¬ 
ance  that  are  crucial  to  the  alcoholic. 
By  no  means  of  least  importance  is 
the  growing  recognition  by  industry 
and  business  that  key  members  of  its 
staff  seek  refuge  from  pressures  in 
excessive  use  of  alcohol.  It  may  even 
be  that  the  especially  gifted  person 
is  peculiarly  subject  to  a  danger  that 


the  dullard  and  the  plodder  never 
knows.  The  demand  for  early  treat¬ 
ment  of  the  problem  is  presented  by 
management  not  for  the  purpose  of 
punishment  but  in  order  to  salvage 
the  gifted  worker  and  keep  him  a 
functioning  member  of  the  business 
or  industrial  team.26 

Of  the  terms  we  have  used,  role 
impairment  is  almost  a  definition  of 
alcoholism  since  the  “patient”  is 
“sick”  only  when  his  dependence 
upon  alcohol  has  begun  to  interfere 
with  his  normal  participation  in  so¬ 
ciety.  In  the  perspective  of  long 
range  programs  of  cure  or  control,  it 
is  to  be  hoped  that  cultural  norms 
which  recognize  that  sobriety  is  an 
acceptable  form  of  behavior  may  be¬ 
come  more  acceptable  even  among 
those  persons  who  feel  no  personal 
inclination  to  accept  abstinence  as  a 
way  of  life.  It  follows,  of  course,  that 
an  attempt  by  the  non-drinker  to 
understand  the  problems  of  the  al¬ 
coholic  is  the  other  side  of  the  coin. 
Divergence  of  opinion  at  this  point 
is  so  great  that  there  is  little  likeli¬ 
hood  of  early  agreement. 

Meaningful  Social  Participation 

Within  the  group  context  of  social 
participation,  however,  many  promis¬ 
ing  forms  of  dealing  with  alcoholism 
are  being  tried.  The  purpose  of  this 
paper  is  not  to  select  one  among 
these  as  “best”  but  to  point  out  the 
common  strength  which  lies  in  all  of 
them.  In  a  heterogeneous  society  like 
that  of  the  United  States,  a  nation¬ 
wide  pattern  of  behavior  is  not  to  be 
expected.  As  culture-wide  bonds  be¬ 
come  weaker,  conflicting,  or  less 
clear,  patterns  of  individual  devia¬ 
tion  are  increasingly  possible.  Only 
significant  social  bonds  within  the 
small  groups  of  our  society  are  cap¬ 
able  of  providing  the  stability  that 
individuals  need,  whether  this  comes 
from  family,  friends,  church,  work. 
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or  others.  In  our  legal  system  and  in 
our  moral  codes  the  concept  of  “in¬ 
dividual  responsibility”  has  an  un¬ 
fortunate  tendency  to  shift  all  re¬ 
sponsibility  from  the  group  to  the 
individual.  If  he  is  an  alcoholic,  the 
individual  is  seen  as  “weak,”  as  “sin¬ 
ful,”  as  “guilty,”  or,  more  recently, 
as  “sick.”  In  each  case  the  burden 
of  responsibility  rests  upon  the  de¬ 
viant  individual.  Whether  composed 
of  abstainers  or  social  drinkers,  the 
group  has  shifted  total  responsibility 
for  the  behavior  of  the  deviant  mem¬ 
ber  to  his  individual  shoulders;  if  he 
is  weak,  sinful,  guilty,  or  sick,  it  is 
not  our  fault!  Implicit  rejection  by 
the  group  only  compounds  the  prob¬ 
lem  of  the  alcoholic.  Obviously  he 
needs  support  or  he  would  not  have 
sought  it  in  alcoholic  euphoria.  This 
need  does  not  mark  him  as  different 
since  all  persons  need  support  from 
others  although  perhaps  with  vary¬ 
ing  degrees  of  intensity.  A  realistic 
program  either  of  treatment  or  pre¬ 
vention  must  provide  a  social  experi¬ 
ence  that  supports  rather  than  mere¬ 
ly  condemns  the  alcoholic.  While 
such  social  cohesion  may  lead  to  the 
“healing”  or  restoration  of  the  al¬ 
coholic  to  normal  experience,  it  is 
primarily  in  the  prevention  of  the 
problem  through  early  recognized 
standards  of  proper  behavior  sup¬ 
ported  by  group  approval  that  mean¬ 
ingful  social  participation  can  make 
its  greatest  contribution. 
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DIRECTORY  OF  OUTPATIENT  FACILITIES 

for 

ALCOHOLICS  AND  /OR  THEIR  FAMILIES 

Compef'enf'  Help  Is  Available  At  The  Local  Level 


Key  to  Facility  and  its  Service 

*Local  Alcoholism  Programs 

for 

(Alcoholics  and  Their  Families) 

— Education 
— Information 
— ^Referral 

fMental  Health  Facilities 

for 

(Alcoholics  and  Their  Families) 

— Outpatient  Treatment 
Services 

1;  Aftercare  or  Outpatient  Clinics 

for 

(Alcoholics  who  have  been  patients  of 
the  N.  C.  Mental  Hospital  System) 

—Outpatient  Treatment 
Services 


ASHEVILLE— 

*  Alcohol  Information  Center;  Mike  Dech- 
man,  Educational  Director;  Parkway  Of¬ 
fices;  Phone:  704-252-8748. 

fMental  Health  Center  of  Western  North 
Carolina,  Inc.;  415  City  Hall;  Phone: 
ALpine  4-2311. 

BURLINGTON— 

*  Alamance  County  Council  on  Alcoholism; 
R.  J.  Cook,  Executive  Director;  Room 
802,  N.  C.  National  Bank  Building; 
Phone  919-228-7053. 

tOutpatient  Clinic;  Alamance  County  Hos¬ 
pital;  Hours:  Wed.,  9:00  a.m. -4:00  p.m. 


BUTNER— 

tAftercare  Clinic;  John  Umstecui  Hospital; 
Hours:  Mon.  -  Fri.,  9:00  a.m. -4:00  p.m. 

CHAPEL  HILL— 

f  Alcoholism  Clinic  of  the  Psychiatric 
Outpatient  Service;  N.  C.  Memorial  Hos¬ 
pital;  Phone:  942-4131,  Ext.  336. 

*  Orange  County  Council  on  Alcoholism; 
Calvin  Burch,  Box  277,  Carrboro;  Phone: 
919-942-1089  or  (if  no  answer)  919-942- 
1930. 

CHARLOTTE— 

*  Charlotte  Council  on  Alcoholism;  Rev. 
Joseph  Kellermann,  Director;  1125  E. 
Morehead  St.;  Phone:  704-375-5521. 

tMecklenburg  Aftercare  Clinic;  1200 
Blythe  Blvd.;  Hours:  Mon. -Fri.,  8:00 
a.m. -5:00  p.m. 

fMental  Health  Center  of  Charlotte  and 
Mecklenburg  County,  Inc.;  316  E.  More- 
head  St.;  Phone:  704-334-2834. 

CONCORD— 

fCabarrus  County  Health  Department; 
Phone:  STate  2-4121. 

DURHAM— 

f Aftercare  Clinic;  Watts  Hospital;  Hours: 
Tues.  and  Fri.,  2:00-5:00  p.m. 

*Durham  Council  on  Alcoholism;  Mrs. 
Olga  Davis,  Executive  Director;  602 
Snow  Bldg.;  919-682-5227. 

FAYETTEVILLE— 

f Cumberland  County  Guidance  Center; 
Cape  Fear  Valley  Hospital;  Phone: 
Hudson  4-8123. 

GASTONIA— 

fGaston  County  Health  Department; 
Phone:  UNiversity  4-4331. 

GOLDSBORO— 

tOutpatient  Clinic;  Cherry  Hospital; 
Hours:  Tues.  and  Fri.,  10:00  a.m. -12:00 
noon.  Thurs.,  2:00-4:00  p.m. 

*  Wayne  Council  on  Alcoholism;  Durwood 
Howard,  Director;  P.  O.  Box  1598; 
Phone:  919-735-7033. 
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GREENSBORO— 

*  Greensboro  Council  on  Alcoholism; 
Worth  Williams,  Executive  Director; 
216  W.  Market  St.,  Room  206  Irvin 
Arcade;  Phone:  919-275-6471. 

^Guiljord  County  Mental  Health  Center; 
300  E.  Northwood  St.;  Phone:  BRoad- 
way  3-9426. 

^Family  Service  Agency;  1301  N.  Elm  St. 
tOutpatient  Clinic;  300  E.  Northwood  St.; 
Hours:  Mon.  and  Thurs.,  5:00-10:00  p.m. 

GREENVILLE— 

*Pitt  County  Alcohol  Information  and 
Service  Center;  Helen  J.  Barrett,  Execu¬ 
tive  Secretary;  P.  O.  Box  2371;  915  Dick¬ 
inson  Ave.;  Phone:  919-758-4321. 
fPitt  County  Mental  Health  Clinic;  Pitt 
County  Health  Department,  P.  O.  Box 
584;  Phone;  PLaza  2-7151. 

HENDERSON— 

*Vance  County  Program  on  Alcoholism; 
Dr.  J.  N.  Needham,  Director;  158  By¬ 
pass  W;  P.  O.  Box  1174;  Phone:  919- 
438-3274  or  919-483-4702. 

HENDERSONVILLE^ 

Alcohol  Information  Center;  S.  Robert¬ 
son  Cathey,  Director;  2nd  Floor,  City 
Hall;  Phone:  919-692-8118. 

HIGH  POINT— 

f  Guilford  County  Mental  Health  Center; 
936  Mountlieu  Ave.;  Phone:  888-9929. 

JAMESTOWN— 

*Alcohol  Education  Center;  Ben  Garner, 
Director;  P.  O.  Box  348;  Phone:  919-883- 
2794. 

LAURINBURG— 

*Scotland  County  Citizens  Council  on 
Alcoholism;  M.  L.  Walters,  Executive 
Secretary;  308  State  Bank  Bldg.;  P.  O. 
Box  1229;  Phone;  919-276-2209. 

MORGANTON— 

tAftercare  Clinic;  Broughton  Hospital; 
Hours;  Mon.  -  Fri.,  2:00  -  4:00  p.m. 

*  Burke  County  Council  on  Alcoholism; 
Grady  Buff,  Educational  Director;  211 
N.  Sterling  St.;  Phone;  704-433-1221. 

NEW  BERN— 

*  Craven  County  Council  on  Alcoholism; 
Gray  Wheeler,  Executive  Secretary; 
411  Craven  St.,  P.  O.  Box  1466;  Phone: 
919-637-5719. 

Psychiatric  Social  Service,  Craven 
County  Hospital;  Phone:  919-638-5173, 
Ext.  294;  Hours:  Mon.-Fri.,  9:00  a.m.- 
5:00  p.m. 

NEWTON— 

*Educational  Division,  Catawba  County 
ABC  Board;  Rev.  R.  P.  Sieving,  Director; 
130^  Pinehurst  Lane;  Phone:  704-464- 
3400. 


PINEHURST— 

Sandhills  Mental  Health  Clinic;  Box 
1098;  Phone:  295-5661. 

RALEIGH— 

tAftercare  Clinic;  Dorothea  Dix  Hospital, 
S.  Boylan  Ave.;  Phone  TEmple  2-7581; 
Hours:  Mon.-Fri.,  1:00-4:00  p.m. 
tOutpatient  Clinic  of  the  Mental  Health 
Center  of  Raleigh  and  Wake  County, 
Inc.;  Wake  Memorial  Hospital;  Phone: 
834-6484;  Hours:  Mon.-Fri.;  8:30  a.m.- 
5:30  p.m. 

SALISBURY— 

*Educational  Division,  Rowan  County 
ABC  Board;  P^ter  Cooper,  Director; 
P.  O.  Box  114;  Phone;  919-633-1641. 
tRowan  County  Mental  Health  Clinic; 
Community  Bldg.,  Main  and  Council 
Sts.;  Phone:  MElrose  3-3616. 

SANFORD— 

t Mental  Health  Clinic  of  Sanford  and 
Lee  County,  Inc.;  106  W.  Main  St.;  P.  O. 
Box  2428;  Phone:  775-4129  or  755-4130. 

SHELBY— 

t Cleveland  County  Mental  Health  Clinic; 
101  Brookhill  Rd.;  Phone:  482-3801. 

SOUTHERN  PINES— 

*  Moore  County  Alcoholism  Program;  Rev. 
Martin  Caldwell,  Director;  P.  O.  Box 
1098;  Phone:  919-692-6631. 

WADESBORO— 

*Education  Division,  Board  of  Alcohol 
Control;  Robert  M.  Kendall,  Director; 
125  W.  Wade  St.;  P.  O'.  Box  29;  Phone: 
704-694-2711. 

WILKESBORO 

Wilkes  County  Council  on  Alcoholism; 
William  S.  Call,  Executive  Director;  100 
Bridge  St.;  Phone:  919-838-6046. 

WILMINGTON— 

tMental  Health  Center  of  New  Hanover 
County;  920  S.  17th  St.;  Phone:  763-7342. 

*New  Hanover  County  Council  on  Alco¬ 
holism;  Mrs.  Margaret  Davis,  Executive 
Secretary;  211  N.  Second  St.;  P.  O.  Box 
1435;  Phone:  919-736-7732. 

WILSON— 

tAftercare  Clinic;  Eneas  Station;  Hours: 
Mon.-Fri.,  8:00  a.m. -5:00  p.m. 
tWilson  County  Mental  Health  Clinic; 
Eneas  Rural  Station;  Phone:  237-2239. 

*  Wilson  County  Council  on  Alcoholism; 
W.  H.  Jennings,  Director;  Room  208, 
116  S.  Goldsboro  St.;  Phone:  919-237- 
0585. 

WINSTON-SALEM— 

*t Alcoholism  Program  of  Forsyth  County; 
Robert  Charlton,  Educational  Director; 
802  O’Hanlon  Bldg.,  105  W.  4th  St.; 
Phone:  919-725-5359. 


EDUCATION  AND  INFORMATION  SERVICES  \ 

INVENTORY — quarterly  magazine  using  the  techniques  of  education  in  j 
presenting  facts  about  alcoholism  in  popular,  illustrated  style,  1 

Films — on  alcohol  facts  and  personality  health  for  distribution  among  | 

groups  interested  in  brief,  factual  motion  picture  studies.  Obtainable  from  j 

the  Film  Library,  N.  C.  State  Board  of  Health,  Raleigh,  N.  C.  Please  re-  j 

quest  films  as  far  in  advance  as  possible  and  state  second  and  third  choices.  | 

The  ARC  Brochure — illustrated  booklet  on  North  Carolina’s  program  for  | 

treating  alcoholism  as  an  emotional  sickness.  j 

The  New  Cornerstones — Family  manual  giving  basic  facts  about  alcoholism  | 
and  suggestions  for  coping  with  the  personality  sickness.  \ 

Library  Books — Books  on  alcoholism  are  available  from  the  North  Carolina  | 

State  Library  through  local  libraries  to  residents  of  North  Carolina.  To  | 

obtain  any  of  the  books  listed  in  the  March- April,  1964  issue  of  Inventory,  | 

go  to  your  community  library  and  make  the  request.  a 

i 

Staff  Speakers — members  of  the  Raleigh  and  A.R.C.  staffs  are  available  for  a 
speeches  before  civic  and  professional  groups.  | 

Book  Loan  Service — kits  containing  reference  books  and  pamphlets  on  j 

alcoholism.  Available  to  teachers  from  the  Education  Division,  N.  C.  | 

Department  of  Mental  Health,  Raleigh.  | 

Consultant  Service — for  establishment  of  local  programs.  | 

These  services  are  free  upon  request  of  citizens  residing  in  North  Carolina. 

For  free  materials  in  limited  quantity,  write 

Education  Division,  N.  C.  Department  of  Mental  Health 

P.  O.  Box  9494 
Raleigh,  N.  C.  27603 
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